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Strep sore throat 
responds readily to 


(Erythromycin, Lilly) 


Temperature normal, throat culture negative, usually 
within twenty-four hours. Notably safe and well tolerated. 


« Kru Y 


532178 


dosage: 1 to 1.5 Gm. daily in divided doses. 
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Indications: 





Your Official Professional 
Group Accident and Sickness Plan 


Approved and recommended by Council Of 


THE ARIZONA MEDICAL ASSOCIATION, INC. 


Provides Maximum Protection at Minimum Cost 
World Wide Coverage 
IT PAYS YOU: 
$300 a Month for Total $2,500 Accidental Death $7.00 a Day for Hospital 
Disability by Accident Plus $25 for Miscellaneous 
up to 5 years Expenses 
$150 a Month for Partial $10,000 Dismemberment $5.00 a Day for Graduate 
Disability by Accident and Loss of Sight Nurse, at home 
as up to 6 months 
- $300 a Month for Sickness 
up to 2 years 
LOW SEMI-ANNUAL PREMIUMS 
Through Age 49—$49.80 Ages 50 through 59—$56.60 Ages 60 to 65—$70.05 
NO AGE LIMIT FOR RENEWAL 
Policy Cannot Be Terminated Except For 
1. Non-payment of premium 8. Loss of membership in Association 
2. Retirement from practice 4. Termination of master policy 
For additional information and official application contact 


McCLURE-WINGAR INSURANCE SERVICE 


State Representatives 


NATIONAL CASUALTY COMPANY 
DWIGHT McCLURE GEORGE B. LITTLEFIELD W. J. WINGAR 
Telephone ALpine 3-1185 420 Luhrs Building, Phoenix 
LEROY G. MOORE AGENCY 
RONALD E. DEITRICH 
Pima County Representative 
505-506 Valley National Building — Telephone Tucson: 3-3648 
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itching, 
scaling, 
burning 


keep returning? 
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Your fraliontl needs 


SELSUN 





Seusun acts quickly to relieve seborrheic der- 
matitis of the scalp. Itching and burning 
symptoms disappear with just two or three 
applications — scaling is controlled with just 
six or eight applications. And SExsun is ef- 
fective in 81 to 87 per cent of all seborrheic 
dermatitis cases, 92 to 95 per cent of dandruff 
cases. Easy to use, SELSUN is applied and rinsed 
out while washing the hair. Takes little time, 
no messy ointments or involved procedures. 
Prescribe the 4-fluidounce bottle for all your 
seborrheic dermatitis patients. 

Complete directions are on label. Abbott 





®Sztsun Sulfide Suspension/Selenium Sulfide, Abbott 
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& does your 


diuretic 


cause 





acidosis? 
know 


your 
diuretic 


diuresis without depletion of alkaline reserve—avoiding 

dangers of acid-base imbalance—is character- 
istic of the organomercurials. In contrast, the 
diuretic activity of carbonic anhydrase inhibitors, 


acidifying salts, and the resins depends on pro- 
duction of acidosis. 
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TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 


(18.3 BC. OF 3-CHLOROMERCUR! 
-8-METHOXY -PROPYLUREA IN EACH TABLET) 


e action not dependent on production of acidosis 


e no" rest” periods...no refractoriness 


a standard for initial control of severe failure 


MERCUHYDRIN 


BRAND OF MERALLURIDE INJECTION 


SODIUM 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Norman A. Ross, M.D. 


doec-tor (dok’ter), n. (Lat. — docere (doctus), to teach). 

“°*®in many respects the conduct of school 
aff.irs represents democratic self-government at 
its best.°°°”? 

FEDERAL-GRANT-IN AID: SCHOOLS 

HE nationwide educational study of the Pres- 
ident of the United States, the White House 
Conference on Education, developed in Ari- 
zoua under the direction of our Governor. This 
“grass roots” social review is in preparation for 
a broad tax recommendation that is to be pre- 
sented to the Congress of the United States in 
its coming session. Our profession is second 
only to the teaching profession in its effect on 
education. What is your authority and what do 
you know about past, present, and future grant- 
in-aid programs? Do grant-in-aid programs ap- 
ply to medicine directly? 

What was the experience of your school with 
Public Law No. 815?*. What is the proposal 
of the present administration in Washington as 
interpreted by Smith and Frelinghuysen, S.968, 
HR 3770? What is the bi-partisan Kearns- 
Bailey-Humphrey-Ives Bill and proposal, HR 
14-15, S. 480?° Does your own school need 
and do you favor federal grant-in-aid (matching 
funds) for additional classrooms — for your own 
school’s operation and maintenance? 

It would appear that both parties in govern- 
ment are convinced that there is to be a great 
increase in school attendance for the next ten 
years, that added classrooms are now needed, 
and that the least painful way of obtaining the 
necessary additional monies from taxation should 
be selected. The proposal of the Administration 
is interpreted as that of encouraging the use of 
school district and state money by relaxing at lo- 
cal levels of indebtedness controls. The pro- 
posal of the bi-partisan group is that of the Fed- 
eral Government matching local tax and bond 
money in a manner similar to public health and 
highway programs. 

Those in favor of the administrative proposal 
fear the loss of community and state indépen- 
dence by continued federal participation. Those 
advocating the bi-partisan proposal advise that 
Public Law No. 815 has been used, though it 


was an outright grant, as a supplement to local 
funds to stimulate school construction, and the 
operation of this law has established a pattern 
in which there is no danger of such a conse- 
quence. They state that because of the greater 
taxing powers, the inequitable distribution of 
wealth between communities and states, and the 
fact that the local school district is taxed to its 
ultimate, that the program of the administration 
can mean nothing other than delay in solving a 
problem that is most vital to the national welfare 
and security. 

“°°*School financing today, because of many 
factors inherent in the times, presents great 
difficulties. But the problem should not ob- 
scure these basic premises about American edu- 
cation: That adequate education of all American 
youth is essential to the nation’s preservation; 
that the country’s most important resource lies 
in its citizens — more than in its soil or climate: 
that every American child has a right to an ade- 
uate educational opportunity; that the Ameri- 
can people need an ever-improving educational 
system, and that they can afford its cost.***”? 

“°°°Tt is safe to assume that the American 
people do not desire to deny a defensible mini- 
mum education to millions of children. Neither 
do they want to starve thousands of units of our 
great system of public education into mediocrity. 
The local-state-federal sharing of costs necessary 
to prevent such neglect of the national welfare 
and security must be achieved.***”* 

“®°°One little understood aspect of the current 
situation is the way even those state and local 
funds which the schools might otherwise have 
are skimmed off by matching funds offered in 
huge amounts by the federal government for 
public assistance, health and rehabilitation serv- 
ices. These federal matching funds tap the na- 
tional income through the federal income tax 
and drain off state and local funds to match 
them. The schools lose both ways; first, because 
they receive no federal funds; secondly, be- 
cause state and local funds the schools would 
otherwise receive must be used to match federal 
funds for other services. 

Let us illustrate-how this federal discrimina- 














8A 


tion against education works. Let us think of 
a local government unit of low economic capa- 
city in which public services of all kinds are 
needed. Suppose this governmental unit were 
able to float $500,000 worth of bonds for capital 
improvements of one kind or another and that 
hospitals, roads and schools are competing for 
the funds. Under the present federal laws, the 
choices are a $1,500,000 hospital, $1,000,000 
worth of roads, or a $500,000 school. This is 
because the federal government will match the 
hospital funds 2-1, the highway funds on a 50-50 
basis, and the school funds not at all. Needing 
all of these facilities, the federal incentives 
against the use of limited state or local funds 
for construction of schools are strong indeed. 


But even this is not the worst feature of the 
federal discrimination against education in favor 
of highways and other services. In case of econ- 
omic depression, federal funds would preserve 
matched funds and the schools would be the first 
to be cut. They must be placed in a position 
of equality with other public services so that 
they can compete equally for state and local 
funds without both direct and indirect discrimin- 
ation against them by federal matching funds 
favoring their competitors.*°** 


“°°°The type (of legislation) approved by ex- 
perts in educational finance, education associa- 
tions and most citizens’ groups is represented by 
the bi-partisan Kearns-Bailey-Humphrey-Ives 
proposal (H.R. 14-15; S. 480). These and similar 
bills would authorize federal funds for the 
states according to the number of children 5-17 
years of age. The state educational agencies 
would allocate the funds to local school districts 
according to their relative needs, fiscal abilities 
and past and present efforts to construct schools 
for themselves. The priorities among school dis- 
tricts defined », each state would make certain 
that the federal funds are allocated for school 
construction that would not otherwise occur. 
School districts fully competent to construct 
their own schools would not be eligible for fed- 
eral funds. 


Under this type of legislation the states would 
account to the federal government for the feder- 
al funds. School building standards would be left 
to the states and localities. There could be no 
federal control of educational programs con- 
ducted in the buildings after they have been 
completed. This bi-partisan legislation has been 
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considered repeatedly in Congressional hear- 
ings for four or five years. The bill sponsored 
by Senator Lister Hill® and several other seia- 
tors differs only in minor details.**** 


“°°°T do not favor a permanent federal school 
building program. Once we have stimulated 
construction and eliminated the present class- 
room deficit, it is my feeling that such a pro- 
gram, should be terminated.*°*”' 


“°°°If we are forced to place priorities and 
choose this year between a national highway pro- 
gram and a national classroom construction pro- 
gram, I shall cast my lot with the schools.”' 


The Editor-in-Chief has suggested that this 
page could treat with controversial matters. This 
paper includes numerous quotes and quotes from 
content. Contrary to what you may now think, 
two of those authorities quoted arrived at con- 
clusions which were in some instances directly 
opposed. To know your school community, to 
understand the proposed Federal grant-in-aid 
programs, we refer you to the complete articles. 
Another excellent source of information is the 
National Citizens Commission for the Public 
Schools, 2 West 45th Street, New York 36, N.Y. 
Should you express your interest to this group 
you will receive regularly “Better Schools”, their 
publication. 


References and sources of material for this 
paper are as follows: 


1. Representative Stewart L. Udall, Democrat, 2nd Congression- 
“ | State of Arizona, Congressional Record Appendix 


la. Representative Stewart L. Udall, personal letter. 


2. Roger A. Freeman, Assistant to Governor Langlie of Wash- 
ington, Research Head for the Commission on Inter-Governmental 
Relations Committee on Federal Responsibility in the Field 
of Education, “The Challenge of Federal School Bill Aid” as 
published in the Newsletter of the Arizona Tax Research Asso- 
ciation, July, 1955. 


8. Dr. Edgar Fuller, Executive Secretary, Council of Chief 
State School Officers, formerly President of Eastern Arizona 
Junior College, a manuscript entitled WHY THE FEDERAL 
GOVERNMENT MUST SHARE IN THE FINANCING OF 
PUBLIC SCHOOLS, published in the Rotarian, 4-11-55. 


4. §.968, HR 3770, Smith and Frelinghuysen. Senator H. 
Alexander Smith, Republican, New Jersey and Represent*tive Peter 
Frelinghuysen, Jr., Republican, Fifth District, New Jersey, are 
authors of this legislation which is considered to be their in- 
terpretation of the Administration’s approach to a grant-in-aid 
program for school construction. 


5. HR 14-15, S.480, Kearns-Bailey-Humphrey-Ives. Repre- 
sentative Carroll D. Kearns, Republican, Twenty-Fourth District, 
Pennsylvania. Representative Cleveland M. Bailey, Democrat, 
Third District, West Virginia. Senator Hubert H. Humphrey, 
es Minnesota. Senator Irving M. Ives, Republican, New 
ork. - 


6. Senator Lister Hill, Democrat, Alabama. He is co-author 
of the Hill-Burton Federal Grant-in-Aid Bill for Hospitals, and 
has been an important factor in the Senate proposing schoo! 
legislation. 

7. Public Law No. 815. This law provided for Federal grant- 
-in-aid for school districts for classroom construction. Federa! 
money was an outright grant. No matched state or local funds 
wired. This law gave relief to school districts that had 

enrollment resulting m war migration. 


were 
increa 





1950 1952 1954 | 1955 


Cortone® Hydrocortone® ‘Alflorone’ Deltra” 


y | 





COE Nem yes apa ge Toc mye a, 


oe aad 


29 ee 
Hydeltra ~-».- 
Hydeltra 


SHARP 





=DOHME 





10A ARIZONA MEDICINE October, 1955 


WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as A very 
benefits for hospital expenses for you and all 
your eligible dependents. 


In very special cases 


superior Brandy 
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HENNESSY 
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84PROOF Schieffelin & Company, New York, N.Y. 
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Upjohn 
KALAMAZOO 


*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocortisone) 





Now Availablel 


IN ARIZONA 


PORTABLE OXYGEN UNIT 


26 pound system delivers oxygen un- 
der free flow. Demand or positive 
pressure. Allowing complete com- 
patability when oxygen is needed. 


For 


Asthmatics 
Coronary Conditions 
Respiratory Ailments 
Certain Sinus 
Obviously A Much Needed Emergency Product For 
Both Doctor and Patient 
For Free Demonstration contact 


ARIZONA OXYGEN EQUIPMENT 


312-A__ £. Taylor ALpine 4-3663 
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For Nasal Congestion 
in THE COMMON COLD 


Physiologically acceptable Neo-Synephrine 
hydrochloride solution promptly constricts the 
engorged nasal capillaries which are responsible 
for nasal congestion in the common cold. When 
the nasal mucosa is reduced to its normal state, 
the nasal passages resume their proper patency, 
drainage is possible, and the patient can again 
breathe freely. 


By its shrinking action on the nasal mucosa, Neo- 
Synephrine helps to keep the sinuses aerated 
§ and the openings to the eustachian tubes clear. 


Neo-Synephrine within minutes produces decon- 
gestion that lasts for hours. 


NEO-SYNEPHRINE® 
Hydrochloride 


DOSAGE FORMS Solutions: 0.25% — 0.25% (aromatic) — 0.5% — 1% — 
Emulsion 0.25% — Jelly 0.5% 
Nasal Spray 0.5% (plastic, unbreakable squeeze bottle) 
Nasal Spray Pediatric 0.25% (new introduction) 
Contains Zephiran® Cl 0.02% (1:5000), antibacterial 
wetting agent and preservative for greater efficiency. 
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WEIGHT FOR WEIGHT, 
THE MOST ACTIVE ANTI-INFLAMMATORY 
AGENT YET DEVELOPED 
FOR TOPICAL USE 








TOPICAL LOTION 


‘ALFLORONE’ 


ACETATE 
(FLUDROCORTISONE ACETATE, MERCK) © ALPHA-FLUOROHYDROCORTISONE ACETATE 


MOST EFFECTIVE om A 
Therapeutically active in 1/10th the concentration of hydrocortisone (Compound m.- 


- MOST ECONOMICAL 
= Superior spreading qualities—a small quantity covers a wide area. 


“MOST ACCEPTABLE 


Most patients prefer the cosmetic advantages of this ony teaeety 
smooth spreading lotion. 


sities nner an a es 


Supplied: Topical Lotion Alflorone Acetate: 0.1% 

and 0.25%, in 15-cc. plastic squeeze bottles. Topical 

Ointment Alflorone Acetate: 0.1% and 0.25%, 5-Gm., gt 
15-Gm., and 30- Gm. tubes. DIVISION OF MERCK & CO., INC, 
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24-hour control 


for the majority of diabetics 


GLOBIN INSULIN 


‘B.W. & CO. 


a clear solution...easy to measure accurately 


Discovered by Reiner, Searle, and Lang 
in The Wellcome Research Laboratories 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. Tuckahoe 7, New York 
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Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 

of heel where support is most needed. 

®@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

© The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

© Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

© Over nine million pairs of men's,women's and chil- 
dren's Foot-so-Port Shoes have been sold. 

®@ By a special process, using plastic positive costs 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-$O0-PORT 
Shoe Agency. Refer to your Classified Directory 








Phone ALpine 4-4398 
FOOT-so-PORT SHOES 
25 South Ist Street 


PHOENIX, ARIZONA 














Foot-so-Port Shoe Company, Oconomowoc, Wis. 





“If You Care For Your Feet” 
Foot-So-Port Shoes Sold in Tucson At 


DEE’S COMFORT SHOE SHOP 
Phone 4-2981 


118 E. 10th Street — Tucson, Arizona 
(Across the Street from City Bus Depot) 
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The individualized formula 
is the foundation of the 
infant’s health and 
future development 





For 3 generations KARO has been the 
foundation of the individualized formula 


Karo is well tolerated, easily digested, gradually 
absorbed at spaced intervals and completely 
utilized. It is a balanced fluid mixture of maltose, 
dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermen- 
tation and irritation. Produces no intestinal 
reactions. Is hypo-allergenic. Bacteria-free Karo 
is safe for feeding prematures, newborns, and 
infants—well and sick. 

Light and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 





CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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Information and circulars upon request. 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director 
LIVERMORE, CALIFORNIA 
Telephone 313 





GENERAL FEATURES 
. Climatic advantages not excelled in United States. Beautiful 
nd gy ics under the charge of an athletic 
3A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


SANITARIUM 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention. given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 


* The Cottage Department (for 
mental patients) has its own fa- 
cilities br hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


unds and attractive surrounding country. 
irector. An excellent Occupational Department. 
CITY OFFICES: 


SAN FRANCISCO 


450 Sutter Street 
GArfield 1-5040 


OAKLAND 


1624 Franklin Street 
GLencourt 1-5988 
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SICILLIN 


Protected Penicillin 
means Systemic Penicillin 
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2.5 mg.—5 mg. 


Indications: 








6500 Selma Ave. Cor. Wileox HOTEL 
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Protein Previews 


How to Reduce 


rotate. 


SHAN 


with the 


NEW easy to follow 


DIET LIST CHART 
DEVELOPED BY 


The 1955 edition of the well-known Knox “Eat- 
and-Reduce” booklet eliminates calorie counting 
for your obese patients. This year’s edition is 
based on the use of Food Exchange Lists' which 
have proved so accurate in the dietary manage- 
ment of diabetics. These lists have been adapted 
to the dietary needs of patients who must lose 
weight. 

The first 18 pages of the new booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices). 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 
needs of individual patients. 

To help patients persevere in their reducing 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new “Eat-and-Reduce” book- 
let for your practice. 





1. Developed by the U. S. Public Health Service assisted by committees of 
The American Diabetes Assn., Inc. and The American Dietetic Assn. 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. PS8 
Johnstown, N. Y. 


Please send me___copies of the new illustrated 
Knox “Eat-and-Reduce” booklet based on Food 
Exchanges. 
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The VICEROY filter tip contains We believe this simple fact is one 
20,000 tiny filter traps, madethrough of the principal reasons why so 
the solubilization of pure natural many doctors smoke and recommend 
material. This is twice as many of VICEROY—the cigarette you can 
these filter traps as any other brand. __ really depend on! 


ONLY VICEROY GIVES YOU 





TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 


| Ring-Si 
Tis: te VICEROY 


: World’s Most Popular Filter Tip Cigarette 
nel , 3 wae / Only a Penny or Two More 
G-SIZE . Than Cigarettes Without Filters 
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Significant advantages of 


CARNATION INSTANT WHEAT 


in the Basic Cereal Breakfast 


Carnation Instant Wheat provides all the 
natural whole wheat values including B-vita- 
mins, protein, phosphorus and iron—in natural, 
unharmed form. The low-heat processing in no 
way “denatures” the protein, sometimes ad- 
versely affected by the high-heat processing of 
most types of ready-to-eat cereals. 


The University of Iowa Breakfast Studies* 
clearly demonstrated the importance of a good 
breakfast in maintaining mental acuity as well 
as physical work output; and the equal effi- 
ciency for such maintenance of the basic cereal 
breakfast and the basic bacon and egg break- 
fast supplying the same amount of calories. 


In encouraging better breakfasts, the physi- 


cian may well include the basic cereal breakfast 
for variety and economy. In such breakfasts, 
Carnation Instant Wheat provides definite ad- 
vantages compared to ready-to-eat cereals or a 
“toast and coffee” breakfast. 


ALL THE WHOLE GRAIN VALUES 
Per weight measure compared to enriched flour, 
Carnation Instant Wheat makes a significantly 
greater contribution in protein, phosphorus, 
iron, thiamin, nicotinic and pantothenic acid 
and pyroxidine. Therefore, additional enriched 
toast is not a nutritionally equal substitute for 
Carnation Instant Wheat in the basic cereal 
breakfast. 


DELICIOUS, EASY TO PREPARE 
Carnation Instant 
Wheat is rolled extra- 
thin and partially 
pre-cooked—cooks 

in “no time.” It brings 
out the delicious 
nut-like flavor of 
natural whole wheat. 


FOR LOW SODIUM DIETS 

An average serving (1 oz. dry) contains not 
more than 1.4 mg. sodium. Thus Carnation 
Instant Wheat is suitable for low sodium diets 
and is frequently preferred over ready-to-eat 
cereals, which generally contain added salt. 
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IOWA BREAKFAST STUDY 
BASIC CEREAL BREAKFAST 


WEIGHT OF 
SERVING PROTEIN ENERGY 


gm. gm. calories 


ITEM 


0.4 68 
3.2 110 


Fruit 
Cereal (dry wt.) 


Enriched White Bread 


(toasted) 4.2 130 


Sugar 0.7 40 


Butter 0.1 73 
Whole Milk 480 16.9 330 


750 Feb (gm.)........ 28 
Carbohydrate .... 100 


* Literature available upon request. 
Address Nutritional Research Dept., 
Albers Milling Co.,A Division of Carnation Co, 
5045 Wilshire Bivd., Los Angeles 36, Calif. 




















now available — 
for clinical USE, 


METI CORT 


{possesses an augmented therapeutic ratio” 
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METICORTELONE possesses antirheumatic and anti-inflammatory 
effectiveness and hormonal properties similar to those of METICOR- 
TEN,'* the first of the new Schering corticosteroids. Both are three to 
five times as potent, milligram for milligram, as oral cortisone or hydro- 
cortisone. METICORTELONE and METICORTEN therapy is seldom 
associated with significant water or electrolyte disturbances. 


METICORTELONE is an analogue of hydrocortisone, as METICORTEN 
is of cortisone. The availability of these new steroids, both discovered 
and introduced by Schering, provides the physician with two thera- 
peutic agents of approximately equal effectiveness. 


METICORTELONE is now available as 5 mg. buff-colored tablets, 
scored, bottles of 30 and 100. In the treatment of rheumatoid arthritis, 
dosage begins with an average of 20 to 30 mg. (4 to 6 tablets) a day. 
This is gradually reduced by 2.5 to 5 mg. until daily maintenance 
dosage, which may be between 5 to 20 mg., is reached. The total 
24-hour dose should be divided into four parts and administered after 
meals and at bedtime. Patients may be transferred directly from 
hydrocortisone or cortisone to METICORTELONE without difficulty. 


Pe la ta ee or ee 























REDNISOLONE, SCE 








Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. (3) Tolksdorf, S., and Perlman, PR: Fed. Proc. 
14:377, 1955. (4) Herzog, H. L., and others: Science 12/:176, 1955. (5) King, J. H., and 
Weimer, J. R.: ee and clinical studies on METICORTEN (prednisone) and MeTicor- 
TELONE (prednisolone) i hthalmology, A.M.A. Arch. Ophth., to be published. (6) Boland, 
E. W.: California Med. a2: 65, 1955; abs. ‘Curr. M. Digest 22:53, 1955. (7) Dordick, J. R., and 
Gluck, E. J.: J.A.M.A. 158:1'.6, 1955. (8) Margolis, H. M., and others: J.A.M.A. 158:454, 
1955. (9) Barach, A. L.; Suckerman, H. A., and Beck, G. J.: Dis. Chest 27:515, 1955. 
(10) Arbesman, C. E., and Ehrenreich, R. J.: J. Allergy 26:189, 1955. (11) Skaggs, J. T.; 
Bernstein, J., and Cooke, R. A.: J. Allergy 26:201, 1955. (12) Schwartz, E.: J. Allergy, 26:206, 
1955. (13) Robinson, H. M., Jr.: J.A.M.A. 158:473, 1955. (14) Dordick, J. R., and Gluck, E.: 

Preliminary Clinical trials with prednisone (METICORTEN) in sy i lupus eryth 

A.M.A. Arch. Dermat. & Syph., in press. (15) Nelson, C. T.: J. Invest. Dermat. 24:377, 1955. 


first of the new Schering corticosteroids 


METICORTEN 


PREDNISONE, SCHERING (METACORTANDRACIN) 








«replacing the older corticosteroids in 
rheumatoid arthritis!:2©8 certain skin disorders such as disseminated 
intractable asthma®!2 lupus erythematosus,!'3.!4 acute pemphi- 
eye disorders gus,'3.15 atopic dermatitis'5 and other 
allergic dermatoses 


*more active than hydrocortisone or cortisone, milligram for milligram 
+ relatively free of significant water or electrolyte disturbances 5 


MeticortTeN is available as 5 mg. scored, white tablets in bottles of 30 and 100. 
METICORTELONE,* brand of prednisolone (metacortandralone). 


METIicoRTEN,* brand of prednisone (metacortandracin). muss 
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most useful antibiotic for the 


most prevalent 
infections 


‘Tlotyein’ 


(ERYTHROMYCIN, LILLY) 


‘Hlotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is de- 
cisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the coli- 
form bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘Tlotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


ELI LILLY AND COMPANY -« 


£ 3 se 


4 


; 





Over 96% of all acute bacterial 
respiratory infections 
respond readily 


tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a small 
percentage of ambulant patients. 
Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 
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THE PREVENTION OF RECURRENT URINARY CALCULI 


James W. Faulkner, M.D. 
Phoenix, Arizona 


\ FTER a long era of unintentional neglect, the 
medical profession has become aware of the fact 
that the formation of urinary stones is a symptom 
and not a disease. And with this awareness has 
come the realization that our obligation to the 
patient does not terminate when the offending 
calculus has been removed. Rather, our respon- 
sibility is just beginning, for we currently have at 
hand measures which, though not a guarantee 
against stone formation, will do much to mini- 
mize the possibility of recurrent stones. The 
value of obviating the attendant misery to the 
patient and the danger to functioning renal tis- 
sue is perspicuous. It was with the hope of re- 
viewing some of the acceptable and effective 
anti-stone regimens that this paper was prepared. 

Though urinary calculus disease is an ubi- 
quitous entity, it is well known that Arizona 
shares with Southern California and Florida the 
dubious distinction of belonging to America’s 
Stone Belt.(1). Because of this, it is probable 
that in Arizona more patients with urinary tract 
stones are seen than in some other sections of our 
country. It is also accepted that recurrent stones 
are more frequently observed in this area as the 
factors tending to produce the initial stone are 
usually still prevalent after its removal. The 
significance of this should be emphasized, for 
the salient long range factor in the battle against 
stone recurrence concerns the preservation of 
renal function. With the spontaneous or surgical 
removal of every stone, alterations of major or 


Presented at The 64th Annual Meeting, Arizona Medical As- 
iation, Tucson, Arizona, May 4-7, 1955. 


minor degree take place in the kidney which, 
in addition to reducing renal function, also pre- 
disposes to the subsequent development of fur- 
ther stones. We are all familiar with the end 
stage in extensive stone disease with the tragic 
appearance of ever increasing azotemia, or with 
stone damage so extensive that good health and 
sometimes life are not sustainable. 

The aforementioned neglect of the past does 
not merit lengthy consideration. It is well to re- 
call that in analyses by Higgins and others, re- 
current stones occurred in 16.9 per cent, and if 
only those cases were considered in which urin- 
ary infection was present, this figure of recur- 
rence was as high as 30 per cent. It is true that 
measures were not at hand during that period of 
observation as effective as those available to us 
now. But more responsible for this unaccept- 
able recurrence rate was the fact that the phil- 
osophy in the past had been to remove the 
stones that were present and then passively 
await the development of others. Unfortunate- 
ly, all too often, there was no disappointment in 
this sense. 

A scientific approach to stone formation was 
preceded by rational but often ineffectual meas- 
ures. These included the acid ash or alkaline 
ash diet and increased fluid intake. It was not 
until accurate methods of quantitative analysis 
of the components that form stones as seen in 
the serum, stool, and in urine were available 
that well founded preventative diets were de- 
veloped. Equally pertinent was the development 
of accurate methods for the analysis of the nidus 
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of the stone. By this means it is possible to iden- 
tify the initial crystalloid substances which coal- 
esce to form a stone, and to propose methods to 
prevent the initial precipitation of this crystal- 
loid.(2) 

The actual physico-chemical processes involv- 
ed in the formation of a renal stone comprise a 
polemic subject. Whether the initiating “seed” 
develops as a subepithelial crystal which causes 
erosion of the epithelium over a renal papilla or 
whether it is simple precipitation of crystalloids 
from a supersaturated solution is not conclusive- 
ly established. Nonetheless it is known that if a 
situation exists, either in the collecting tubules 
or calyceal system, in which the crystalloid-col- 
loidal baalnce is subjected to greater saturation 
than can be compensated, precipitation and sub- 
sequent stone formation will occur. Such a sit- 
uation is present in the development of calcium 
phosphate stones when calcium excretion is 
greatly increased for one reason or another. Mark- 
ed increases in calcium excretion in hyperpara- 
thyroidism, idiopathic hypercalcinuria, vitamin 
D intoxication, recubency, postmenopausal os- 
teoporosis, cortisone therapy and so forth, are 


familiar to all of you. Such conditions also result 
in calcium carbonate stones. When infection is 
present, especially with urea splitting organism, 
magnesium ammonium phosphate stones form 
rapidly. The altered metabolism resulting in in- 
creased urate or cystine excretion acts in a simi- 
lar manner to produce stones of corresponding 


composition. (See Table 1) 

It is immediately apparent that several sim- 
ple measures will be of aid in the patient who 
has had a urinary stone. By increasing fluid in- 
take, the resultant urine will be correspondingly 
more dilute. Hence urinary crystalloids such 
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as calcium phosphate, uric acid and so on, will be 
less saturated and less likely to precipitate. Ver- 
muelen, Goetz and co-workers, using zine discs 
in rat bladders demonstrated quantitatively the 
much more rapid growth of stones on these discs 
with conditions of dehydration.(3). The bene- 
fit of this simple feature is unquestioned but 
great excesses of water often are intolerable to 
the patient because of anorexia and other side 
effects. Depending on the type of stone, an ad- 
ditional method of management includes the use 
of an acid ash or alkaline ash diet. By thus 
altering the urinary pH, the solubility of any 
stone forming substance may be enhanced. 
Needless to say, many other factors such as ade- 
quate vitamin A to prevent keratinization of the 
uroepithelium, correction of strictures and vesi- 
cal neck obstruction to obviate stagnation of 
urine, and attempts to control infection have all 
served a useful purpose in the past. 

Three recent methods to aid in stone preven- 
tion will be briefly reviewed with their attendant 
rationale. All are utilized as adjuncts to the 
more conventional high fluid and dietary pro- 
grams just discussed. The first will be mentioned 
only for the sake of completeness. In the pre- 
vention of calcium stones it was found that citric 
acid formed a very soluble substance when it 
combined with calcium. Unfortunately, ingested 
citric acid is almost completely metabolized. 
However, estrogenic substances were found to 
increase markedly the endogenous production 
and excretion of citric acid. This method has not 
been widely accepted as the dosages of female 
hormones required are sufficient to produce 
menstrual changes in women and feminization 
in men.(4) Of the two most widely heralded 
anti-stone programs, the first concerns the usage 


TABLE 1 


ETIOLOGICAL FACTORS IN FORMATION 


OF STONES OF VARYING CHEMICAL COMPOSITION 





Chemical Analysis Reaction of Urine 


of Stone Nidus % 


Accepted Etiological Factors 





61 Slightly acid to 


Calcium Phosphate 
slightly alkaline 


Hypercalcinuria: 

High calcium intake; 
toxication; Infection; 
Ideopathic hypercalcinuria; 


Recumbency; Vitamin D in- 
Post-menopausal osteoporosis; 
Hyperparathyroidism. 





Neutral to 
slightly alkaline 


Caicium Carbonate 


Same as for calcium phosphate 





Magnesium 
ammonium 
phosphate 


Usually Alkaline 


secondary 


Urinary infections especially with urea-splitters; Pres- 
ence of calcium phosphate nidus; High phosphate 
excretion. 





23 Neutral to 


Calcium oxalate 
slightly alkaline 


High calcium and oxalate intake; Dehydration; Nidus 
of calcium phosphate 





Uric acid 10 Acid 


Gout; Dehydration. 





Cystine and xanthine 1 Acid 


Familial defect (Metabolic defect) 
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of hyaluronidase. It has long been postulated 
that crystalloids in the urine which are normally 
jn a supersaturated solution, are prevented from 
precipitating by their adherence to urinary col- 
loids. These colloids, carrying similar electric 
charges, act to repel other colloidal particles and 
thereby prevent conglomerates from forming. 
Dr. A. J. Butt and his co-workers have studied 
the dispersing powers of such colloids and 
found them to be especially abundant in preg- 
nant women and Negroes — people in whom the 
incidence of stone formation is low. On the 
contrary he found that stone formers had re- 
duced urinary colloids. He then proposed to in- 
crease the colloids in these people by injecting 
hyaluronidase subcutaneously at regular inter- 
vals. This substance acting upon the hyaluro- 
nic acid component of intracellular ground sub- 
stance produces products which are excreted in 
the urine and have a strong peptinizing and dis- 
persing action. The addition of these colloids 
acts to enhance protective colloidal action. By 
so doing he has shown with the electron-micri- 
scope ultracentrifuge and also clinically, that 
stone formation is substantially depressed. (5). 
A gross examination of the patient’s urine shows 
clearing of the turbidity usually seen in stone 
formers and reduction of crystalloid sediment. 
Ephraim Shorr is credited with the second 
widely used anti-stone regimen. Rationale for 
his treatment rests in the fact that calcium phos- 
phate is very often the initial crystal forming 
urinary stones and is believed by many to be the 
nidus for calcium carbonate, calcium oxalate, 
and magnesium ammonium phosphate stones. 
In an effort to reduce urinary phosphate excre- 
tion, he diverted the route of the phosphorus ex- 
cretion from the urine by giving patients alumi- 
num hydroxide orally. The aluminum combines 
with the phosphorus in the small bowel to form 
an insoluble aluminum phosphate which is al- 
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most entirely excreted in the stool. This results 
in a reduced phosphorus assimilation and a re- 
sultant hypophosphotemia. Very little pros- 
phorus is then available for the glomerular fil- 
trate and a compensatory increased reabsorption 
in the distal convoluted tubule takes place. Be- 
cause of this, phosphorus is not present in signi- 
ficant quantities in the urine for precipitation 
with calcium, and stone formation is depress- 
ed.(6) Table 2 demonstrates this altered route 
of phosphorus excretion when such a program 
is instituted. 

A review of the literature indicates that good 
results have been obtained with either method, 
supplementing the general features previously 
mentioned. It should be stated that Dr. Butt's 
results have not at all times been duplicated by 
others who have used hyaluronidase. Nonethe- 
less, in Dr. Butt’s initial series he treated twenty- 
four patients who had been chronic and rapid 
stone formers with 150 to 900 turbidity reducing 
units (TRU) of hyaluronidase every twenty-four 
to forty-eight hours. In 79 per cent of these (19) 
there were no new stones that developed nor 
was there progression in size of existing stones.(7) 
In four of these nineteen, stones already present 
appeared to become less dense. It is well to re- 
member that the patients in this study had severe 
calculous disease and had demonstrated their 
propensity for stone formation by producing 
multiple calculi in the past. 

Barrett presented a series of thirty-four pat- 
ients who had had intractable stone disease.(8) 
He treated these with the regimen proposed by 
Ephraim Shorr. Using a neutral diet with 0.6 
grams calcium, 1.2 grams phosphorus, and 0.2 
grams magnesium per day, supplemented by 30 
ce. of aluminum hydroxide gel Q.1.D., he was 
able to prevent formation of any new stones or 
increment in size of those already present in 
thirty of the thirty-four patients (88%). The 


TABLE II 


INGESTION AND EXCRETION OF SOME COMMON STONE CONSTITUENTS 





Normal 


Mems. Ingested 
Daily 


Element 


Serum Value 
(mg. %) 


Mems. — Excreted 


Megms. 
y in Urine 


. Excreted 
Daily in Stool 





Calcium 700-900 


9-11 


500-600 (70%) 100-200 (30%) 





Phosphorus 1200-1400 


300-500 (30%) 1000 (70%) 





Magnesium 500 


1.9-2.1 


100-200 (35%) 300-400 (65%) 





EFFECT OF BASALJEL REGIMEN ON PHOSPHOROUS METABOLISM 
Patient receiving 120cc. of Basaljel daily with identical diet 





1200-1400 


1000-1300 (85%) 100-350 (15%) 
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period of observation extended over a period of 
twenty-one months. Undesirable side effects 
were few, manifesting themselves as mild anor- 
exia or constipation. 

In the past years, in an effort to evaluate the 
recently presented anti-stone programs, we have 
had the opportunity of following sixty-one pa- 
tients who have had three or more stones de- 
velop in the five year period prior to our period 
of cbservation. All had been on conventional 
treatment consisting mainly of high fluid intake 
and some dietary restrictions. Because stones 
continued to be formed, they were considered 
suitable for our study. A larger group had been 
thoroughly evaluated and the presence of any 
obstruction, metabolic disorder, or infection de- 
termined. If any such feature was detected, the 
patients were excluded from the study. There 
remained sixty-one patients who had no primary 
cause for stone formation. Thereby, they repre- 
sented that largest group — the idiopathic stone 
formers. They were then placed on varying pro- 
grams. All were given fluid from 3500 to 4000 
ce. of distilled water daily. All received multiple 
vitamins, all were well mobilized and main- 
tained on a standard diet. 

The first group of thirty-six patients received 
30 cc. of aluminum hydroxide gel four times a 
day. Metabolic studies were done to determine 
the extent of reduction of phosphorus assimila- 
tion due to its precipitation with aluminum in 
the bowel. It was seen that urinary excretion of 
phosphorus could be reduced from a normal of 
about 1000 mg. daily to 150 to 350 mg. a day. 
Such a reduction did not interfere with the bi- 
onic state for the excellent factors of physiologi- 
cal economy, maintained positive phosphorus, 
calcium, and nitrogen balance. These 36 patients 
had had stone problems for an average of 7.9 
years. In the past they had formed an average 
of 4.8 stones. Aluminum hydroxide gel was con- 
tinued for an axerage at 21 months. We might 
have expected them to form 43 stones had these 
patients continued as their past records would 
indicate in this 21 month period of observation. 
Instead, only 11 stones appeared while under 
therapy, a conclusive decline in calculus forma- 
tion. 

Thirteen other patients had experienced the 
problem of forming urinary stones for an aver- 
age of 6.1 years. In this period they had pro- 
duced an average of 4.1 stones. This group was 
treated with hyaluronidase 150 to 750 T.R.U. 
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every forty-eight hours for an average of four- 
teen months. Examinations of urine specimens 
to assure clearing of all turbidity were performed 
daily on some patients to evaluate grossly the 
effectiveness of this enzyme. In this group, sev- 
enteen stones were statistically anticipated and 
only eight (or less than 50%) appeared. 

A final group of twelve patients who had less 
severe calculous disease for an average of 49 
years (and had had an average formation of 3.9 
stones in this period) were treated by intensi\e 
urinary acidification. Using sodium acid phos- 
phate gr.10 Q.I.D. and careful appraisal with a 
Lamotte indicator, the pH was maintained be- 
tween 5.5 and 6.0 as much as possible. Again 
the anicipated stone formation was cut in half 
with only eight stones foring against a calculated 
sixteen. It would be timely to indicate that 
though acidification programs are the most eas- 
ily tolerated, they are not always feasible. Their 
rationale is based on the fact that the solubility 
of stones such as calcium phosphate doubles 
with each 0.5 unit reduction in pH (within the 
usual urinary range of 5.0-7.0). The efficacy of 
this hydrogen ion alteration is therefore appar- 
ent. However, such programs are contraindi- 
cated if impaired renal function has already been 
accompanied by acidosis. Secondly, in severe 
stone problems in which refractory urinary in- 
fections as with Proteus and other urea splitters 
is present, the urine is often in the acid range 
only in the collecting tubules. Upon entrance 
into the infected renal pelvis, the excessive am- 
monia formation by the bacteria makes acidifi- 
cation an impossibility. In such instances the 
increased mobilization of calcium produced by 
acidification may, in conjunction with the alka- 
linity of the infected renal pelvis, actually act in 
deleterious manner and enhance the formation 
of stones. Schematic data demonstrating the 
success and failure to produce acidification in 
sterile and infected urines respectively is shown 
in Figure 3. 

From the results in the literature and in our 
own study, it is apparent that attention to diet, 
supplemented by one of the new and rational 
stone programs will substantially reduce the 
severity of this disease. Other proposed’ regi- 
mens utilizing enzymes such as urease to break 
up the stone matrix have not been evaluated. 
Table 4 summarizes the results of our study. 

Most significant is the realization that much 
can be done to aid the recurrent stone former. 





Vol. 12, No. 10 


EFFECT o <2. ASH DIET AND URINARY ACIDIFICATION*ON aan pH 





4 L 4. L 7 LA 





ARIZONA MEDICINE 





| Proteus 
infection 


Acid ash 
diet 


a 


pe. 5 


Same diet 
and 

sodium acid 

Donte sndnered Phosphate 


nd 





Sill, 





¢ 7h 
DAYS 
#* Sodium acid phosphate(32 grains daily) 


Ya VW £2. 


TABLE IV 
RESULTS OF VARIOUS ANTI-STONE REGIMENS IN 61 CHRONIC STONE FORMERS 





Ave. Duration 
Type of Calculous 
Regimen Disease 


Aver. No. of 
Previous 
Stones 


Ave. No. Stones 
Ave. No. Stones Formed During 
Formed During Similar Period 
Regimen 


Ave. Duration 
of Regimen Before Therapy 





79 yrs. 


Aluminum 
hydroyide 


4.8 


rT patient 


.3 per patient 1.2 
stones) 


(11 stones) (4 


21 months 





Hyaluronidase ' 6.1 yrs. 


Uurinary acidi- 


fication 12 4.9 yrs. 


r patient 1.3 1 r patient 
(8 stones) (17 stones) 


14 months 6 





1.4 per patient 


20 months & iw patient 
( (16 stones) 


stones) 





Best results are obtained on rigid management 
that renders every opportunity to avoid further 
calculous disease. General measures include 
high fluid intake, adequate vitamin ingestion, 
absolute control of infection and relief of ob- 
struction, active mobility, and frequent follow 
ups. Specific therapy depends upon the type 
of stone disclosed by chemical or diffraction 
analysis. Calcium phosphate, calcium carbon- 
ate, magnesium ammonium phosphate and cal- 
cium oxalate respond best to urinary avidifica- 
tion or aluminum hydroxide gel or possibly 
both. It is implicit that the more seriously the 
condition threatens the physical integrity of the 
patient, the more vigorous and stringent will be 
the therapeutic efforts. Uric acid and xanthine 
stones are best prevented by a restricted pro- 
tein, alkaline ash diet supplemented by a sub- 
stance such as sodium citrate four grams Q.I.D. 
to alkalinize the urine. In particularly difficult 
problems, hyaluronidase might also be employed 


in these cases. With careful observation and 
patient surveillance, good results may be antici- 
pated for any rational regime. Suggestions for 
prevention of recurrent urinary stones are out- 
lined in tables 5 and 6. 


TABLE V 
GENERAL PRINCIPLES IN ALL ANTI-STONE REGIMENS 





1. Fluids to 3500-4000 cc. daily. (Distilled or boiled) 
2. Multiple vitamin tablet twice daily. 
8. Correction of all obstructive features. 
a) No residual in bladder. 
b) No retention im renal pelves. 
. Absolute control of infection. 
a) Culture and sensitivity studies. 
b) Intermittent antimicrobials. 
. Early mobility. 
. Persistent and prolonged surveillance. 
a) Microscopic urinalysis every 2 months. 
b) KUB every 6 months. 
c) Daily pH determinations by patients. 
. Chmical analysis of stone nidus. 
. Dietary restriction as indicated by stone analysis. 











Summary: The significance of recurrent stone 
formation and some of the more recent con- 
cepts concerning prevention have been reviewed. 
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TABLE VI 


SPECIFIC THERAPY FOR STONES OF VARYING 
CHEMICAL COMPOSITION 





1. Calcium phosphate 
a) All ioxy » --weanee 
b) Acid dish di 
c) ieiciee of en and phosphorous 
d) Urinary acidification. 
(Soduim acid OTD gr. x Q.LD.) 
e) Basaljel (15-30cce. 


intake. 


m carbonate 
a) Sams as for calcium phosphate. 
. M i phosphate 
a) Same as for calcium phosphate. 
b) Particular attendtion to eradication of infection. 
(Use of Furadantin for Proteus) 
c) Early and intense treatment for urea-splitters. 
. Calcium oxalate 
a) Same as for calcium phosphate. 
b) Diet low in oxalates. 
5. Uric acid, Xanthine, and Cystine 
a) All general principles. 
b) Alkaline ‘ash, low protein diet. 
c) Urinary alkalinization. (Sodium 
Q.LD.) 





citrate 3 gms. 











The proposal that many renal stones can be 
prevented has been entertained. It is assumed 
that the responsibility of this prevention rests 
on the physician to meet with his patient. The 
principles of management are familiar as are 
the facilities for diagnosis and stone analysis to 
determine which method is most suitable for 
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each patient. Few patients who have suffered 
the excruciating discomfort attendant upon re- 
peated urinary stones will be found uncoopera- 
tive. The combination of analysis, logical thera- 
peutic principles, and cooperation on the part 
of patients and medical men, will do much to 
prevent the suffering and resultant loss of func- 
tioning renal substance to those afflicted with 
renal calculous disease. 
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PERNICIOUS ANEMIA WITH THE ABSENCE OF 


TYPICAL ANEMIA 
Zalman Plotkin, M.D. 


Prescott, Arizona 


j T is the purpose of this paper to call attention 
to the fact that currently one may encounter 
many cases of neuropathy with achlorhydria 
without the typical hematological picture of per- 
nicious anemia, whose proper diagnosis and 
treatment should not be missed because of the 
absence of characteristic peripheral blood and 


bone marrow findings. This fact has been main- 
ly brought about since the advent of popular 
mass consumption of vitamins,(1) especially folic 
acid and B,2, and apparently also antibiotics. 
There is no doubt that oral intake of folic acid, 
5 milligrams daily, effects a hematologic remis- 
sion while the spinal cord lesions are aggravated 
in pernicious anemia. It was definitely shown 
that folic acid requires no intrinsic factor and has 
a direct action upon the bone marrow, convert- 
ing a megaloblastic into a normoblastic bone 
marrow. Vitamin By,» plus intrinsic factor, in- 
corporated into a host vitamin preparations on 
the market, when taken orally tend to suppress 
megaloblastic erythropoiesis while being insuf- 
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ficeint to cause amelioration of the progression 
of postero-lateral cord changes for which mas- 
sive parenteral medication is required. The 
mechanism of action of penicillin or tetracyn is 
as yet not with certainty confirmed, but appar- 
ently they effect increased intestinal absorption 
of Vitamin B,2 by increasing its biosynthesis. 
Hence in tlie present era of mass production and 
widespread ingestion of those medications com- 
bined with the relatively high sensitivity and 
prompt response to them of the hematological 
apparatus in contradistinction to the resistant 
neurological system, the number of patients vis- 
iting for the first time a physician’s office and 
presenting abnormal neurological manifestations 
without an abnormal blood picture will become 
more frequent. Thus a peculiar phenomenon 
will come to the fore: A disease called perni- 
cious anemia representing itself without anemia 
But this is the challenge the physician will-have 
to be faced with today: That not the name, per 
se, of a disease but rather the disease itself, in 
all its manifestations, should serve to command 
proper mobilization of diagnostic skills, has been 
a not uncommon experience in clinical medicine. 
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Suffice it to mention aortic insufficiency and cal- 
cification of the ascending aorta with no positive 
serology for syphilis, or diabetes mellitus with- 
out mellituria. 


\wareness of dissociation between hematolo- 
gical and neurological improvement was known 
already(2) in the previous era of liver therapy, 
when it was noted that subacute combined 
sclerosis progressed in a patient who had taken 
inadequate amounts of liver which were enough 
to bring the red cell count and bone marrow to 
normal. However, at no time before were ser- 
ious bodily insults associated with the disease 
process of pernicious anemia apt to escape diag- 
nosis and treatment as in the present era of anti- 
bioties, folic acid, oral vitamin B,» plus intrinsic 
factor, and parenteral B,». inadequately admin- 
istered, mostly empirically, in a host of condi- 
tions; all leading to the more frequent occurence 
of normal hemopoiesis in cases that happen to be 
afflicted with pernicious anemia. In addition to 
the above it appears that many a physician has 
been overtaken by the textbook picture of a pa- 
tient who reveals pallor or lemon-yellow tint, 
weakness and fatigue, palpitation and dyspnea, 
and even signs of renal or cardiac failure in asso- 
ciation with anemia; macrocytosis, hyperchromia, 
poikilocytosis, Howel-Jelly bodies, basophilic 
stippling, Gabot’s rings; leukopenia with neutro- 
philic multisegmentation; thrombocytopenia, 
and a megaloblastic bone marrow. All of these 
symptoms and signs associated with anemia, 
however, including leukopenia and thrombocyto- 
penia, appear to be doomed to play a lesser role 
in elicitation of a diagnosis of pernicious anemia 
as compared to subacute combined sclerosis in 
association with histamine refractory achlor- 
hydria. The latter sign is of utmost importance 
because of its resistance(3) to even massive 
parenteral doses of liver or B;2 and also because 
of its being associated steadily with the defi- 
ciency of intrinsic factor which is the basic 
etiological agent responsible for the development 
of pernicious anemia. 


The incidence of subacute combined degen- 
ration of the spinal cord with histamine-resis- 
tant achlorhydria in association with other di- 
seases except pernicious anemia is extremely 
are,(4) and when encountered can be distin- 
<uished on clinical evidence alone. Here may 
mentioned sprue(5), diabetes mellitus, pel- 
igra(6) and-mainly tapeworm(7) infestation 
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as well as gastric carcinoma(8), post gastrec- 
tomy syndrome(9), CA of the colon and stric- 
tures of the small bowel or multiple intestinal 
fistulas. 


A question may arise, though, especially in the 
mind of a thorough investigator, whether there 
are, in addition to clinical evidence, other pro- 
cedures that could be successfully employed in 
order to confirm specifically the diagnosis of 
pernicious anemia in the absence of anemia. 
Before an answer to this question can be discuss- 
ed it is felt worth while to review the physiologic 
and other changes associated with pernicious 
anemia. 


PHYSIOLOGIC AND OTHER CHANGES 
IN PERNICIOUS ANEMIA: Castle(10) stat- 
ed that “the disease would not develop if the 
patient could effect daily the transport of a mil- 
lionth of a gram of vitamin B,» the distance of a 
small portion of a millimeter across the intestinal 
mucosa and into the blood stream. This he can- 
not do, principally as a result of failure of the 
stomach to secrete into its lumen some intrinsic 
factor. The cause of the stomach’s failure to 
secrete the intrinsic factor is not known or idio- 
pathic and hence the name “primary” pernicious 
anemia. 


In human serum vitamin By,» consists of two 
forms, the one which js protein bound, and the 
free form. In normal subjects the mean 
total vitamin B,. was found to be about 
400 millimicrogram, and free vitamin By» 
about 70 millimicrogram per milliliter of serum; 
while in a pernicious anemia patient in relapse 
no free vitamin B,. is detected and and total 
vitamin B,. concentration is about 40 millimicro- 
gram per milliliter, or 10% as much as in a nor- 
mal person. The liver(12) in an untreated per- 
nicious anemia patient contains no vitamin Byo, 
while the liver of a normal person is estimated to 
carry about 200 microgram of vitamin B,». Grid- 
wood reported that assays of tissues for vitamin 
B,2 in patients with pernicious anemia in re- 
lapse showed no detectable amount of Bio, 
whereas corresponding normal tissues contained 
measurable quantities. 


The absence of free vitamin By2 in the blood 
and of total vitamin Byz in the liver and tissues, 
and the presence of only one-tenth of normal 
concentration of total vitamin Bz in the serum 
of a pernicious anemia patient in hematological 
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relapse, is due to intrinsic factor deficiency in 
the gastrointestinal tract preventing vitamin Bye 
absorption into the blood stream and causing its 
loss in the feces. 


Normally, following absorption, protein bound 
vitamin B;2 rapidly appears in the plasma from 
which it is transported to various body tissues. 
Most investigators(14) except Horrigan and 
Heinle, believe that the factor contained in the 
serum which exerts a binding effect on vitamin 
B,2 shows the same binding capacity in normal 
as well as in pernicious anemia cases. 


Lajtha and associates(15) found that neither 
Bie nor intrinsic factor separately exerted any 
effect on cultures of bone marrow cells from 
patients with untreated pernicious anemia, but 
in combination they stimulated the maturation 
of the megaloblasts. Serum of normal subjects 
exerted a similar effect, whereas serum of un- 
treated cases of pernicious anemia had an in- 
hibitory action. If B,;2. was administered paren- 
terally to such patients, their serum stimulated 
maturation of the cells, like normal serum. Laj- 
tha concluded that B;2 must have combined with 


“intrinsic factor” present in the body tissues 
or fluids in order to have acquired such activity. 


Thus it is B;2 that is low or absent in the serum 
and tissues of the untreated pernicious anemia 
patient, but not “tissue intrinsic factor” which is 
adequately present in contrast to “gastric intrin- 
sic factor” which is markedly deficient, and is 
actually responsible for the disease process. In 
other words, intrinsic factor has a dual action: 
“gastric intrinsic factor” effects absorption of 
vitamin B,2, and “tissue intrinsic factor” makes 
possible B,2 action upon megaloblasts in the 
bone marrow causing their maturation or nor- 
moblastic conversion. It appears that the trans- 
formation of thymine to a nucleoside, thymidine, 
which then enters into the formation of nucleic 
acids needed for maturation of erythrocytes, is a 
metabolic function of vitamin B:2 promoted by 
the “tissue intrinsic factor.” That vitamin By. 
has a definite neurotrophic effect and is essen- 
tial in the functional integrity of myelinated 
nerve fibres of the brain and spinal cord is best 
witnessed clinically by its relationship to sub- 
acute combined sclerosis. The role played by 
“tissue intrinsic factor” in the latter action has 
never been investigated, nor has anybody tried 
to determine vitamin B,. concentration in the 
spinal fluid of normal, treated or untreated per- 
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nicious anemia cases. 


Normal persons have a total of 1 microgram 
of Bi» in circulation; pernicious anemia patients 
in relapse have one-tenth as much. Within one 
hour after an intramuscular injection of 40 micro- 
gram given to a patient with pernicious anemia 
in relapse the total of By. in the plasma rises to 
about 3 microgram and falls within 24 hours to 
approximately 0.75 microgram. In view of the 
fact that as much as 34 microgram out of 40 
microgram injection is not excreted, it appears 
that the greater part of the dose is stored in the 
body outside the plasma and that the plasma 
concentration in patients with pernicious anemia 
receiving no further treatment is maintained by 
drawing upon this store(14). A _ radioactive 
tracer employed by Glass revealed hepatic up- 
take to be several times as high as that of other 
tissues and hepatic decline to be slower than 
elsewhere in the body. Vitamin levels in the liver 
rise to peaks four to six days after injection and 
five to seven days after oral administration. Two 
or three months later, 85% of peak values are 
still demonstrable. Hepatic storage probably ac- 
counts for the long period after deprivation be- 
fore a deficit ensues, as well as for delayed onset 
of macrocytic anemia after total gastrectomy. In 
pernicious anemia when therapy is stopped it 
has been reported(17) that hematological re- 
lapse may not occur for as long as 3 years. The 
daily human requirement is not more than | 
microgram a day, or less than 0.5 milligram a 
year. Vitamin Bj» liver stores in a patient who 
has had a total gastrectomy may be sufficient for 
his needs for several years. Poulson and Harvey 
in studying the effects of total gastrectomy on 
erythropoiesis in 27 patients, at varying intervals 
over a decade, found macrocytosis to occur with- 
in one or two years after operation, and if the 
patients lived long enough they developed ane- 
mia and still later a megaloblastic bone marrow 
and, as one of this group did, subacute combined 
sclerosis. One of their patients also showed signs 
of jejunal atrophy not unlike gastric atrophy seen 
in primary pernicous anemia. 


In primary pernicious anemia there is a true 
decrease in the thickness of the mucosa of the 
fundus(19). The glandular tubules are altered 
and greatly decreased in number, and tubular 
epithelium is also strikingly altered. Parietal and 
peptic cells are rare or absent. There is an in- 
crease in interstitial tissue. Atrophy of the sub- 
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mucosa and muscularis has also been noted. 
Some areas of the gastric mucous membrane may 
assume microscopic characteristics typical of the 
small intestine. No atrophy in either the pyloric 
region of duodenum is noted. The argentaffine 
cclls are absent. There is increased frequency of 
both benign and malignant tumors of the stom- 
ach. Closely related to the histopathologic 
changes are the macroscopic findings. Henning, 
in his monograph, described diffuse atrophy of 
the entire gastric mucosa with a grayish yellow 
to grayish green color, especially when the 
stomach was well inflated on gastroscopic exam- 
ination. The “sharp outline of distinct fine and 
coarse blood vessels” could be seen arching over 
the wall. Schindler(20) did not find invariably 
complete diffuse atrophy but rather patchy gray 
areas of atrophy between areas of normal or 
only very slightly superficially inflamed mucosa. 
Following treatment with liver or B,. the mu- 
cosa may be restored in variable degree to a nor- 
mal gastroscopic appearance, but whether this 
represents a restitution to histologically normal 
mucosa has not been demonstrated. 

Biochemical changes observed during early 
remission induced by vitamin B,»2 include the 
production of positive nitrogen balance (21) of 
as much as six grams daily and elevation of the 
serum uric acid and an increase in urinary ex- 
cretion of uric acid(22). During the peak of 
reticulocyte response to initiation of B,. therapy 
there is also an increased phosphorus excretion 
in the urine. These changes may be related to 
changes in nucleoprotein metabolism which ac- 
company alteration of a megaloblastic to a nor- 
moblastic bone marrow. The iron content of 
the serum as well as urinary excretion of copro- 
porphyrin I which are high during relapse, re- 
turn to normal during remission(23). Changes in 
serum cholesterol and blood sugar has also been 
noted. The improvement induced in combined 
degeneration of the cord is believed to be due 
to vitamin B.'s neurotrophic action and pos- 
sibly its role in protein (21) and lipoid(24) 
metabolism causing reversal of early lesions in 
the nervous system. There is presumably a stage 
when the lesions are reversible when myelin is 
degenerating but axis cylinders are intact. Im- 
provement is also due to greater use of unaffect- 
ed pathways following arrest of lesions in the 
nervous system. In the peripheral nerves even 
destruction of axis cylinders is no bar to recov- 
ery, for new axons may grow down, or regenera- 
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tion may occur. 

SPECIFIC TESTS FOR PERNICIOUS ANE- 
MIA WITHOUT TYPICAL ANEMIA: In 
searching for tests that would specifically prove 
the diagnosis of pernicious anemia in the absence 
of anemia, I have come to the conclusion that 
one must be aware of three-groups of findings 
associated with this disorder. 

To the first group belong “tissue intrinsic fac- 
tor” which apparently is present in the same con- 
centration in the tissues and blood of healthy 
subjects and of pernicious anemia patients re- 
gardless of the hematological status (15). Here 
may also be included the agent responsible for 
the binding capacity of the serum for vitamin 
Biz. The estimation of these two factors, there- 
fore, appears to carry no diagnostic value at the 
present state of our knowledge. 

To the second group belong findings which 
parallel the morphologic changes in the peri- 
pheral blood and bone marrow; i.e. during hema- 
tologic relapse the concentration of total and free 
vitamin Bz in the serum is abnormal while dur- 
ing hematologic remission it is normal. Thus 
nothing will be gained diagnostically by estimat- 
ing, with the Euglena gracilis var. bacillaris 
microbiological assay method, the concentration 
of total and free vitamin By,» in the serum of a 
pernicious anemia patient presenting no anemia. 
To this group also belong findings of vitamin 
B,2 concentration in the tissues as well as in the 
liver. These findings, like the blood picture, will 
appear to be within normal limits in spite of the 
fact that the nerve lesions are progressing due to 
activity of the disease process. Findings of gas- 
troscopic examination can also be included in 
this second group; for it is only during hemato- 
logic relapse that the gastrocopic picture is 
specific for this malady but not invariably during 
hematologic remission. Following liver(25) or 
vitamin B,. therapy, in some patients no im- 
provement of the gross atrophic changes of the 
stomach mucosa is noted, in others it is partially 
improved, while in many patients the gastro- 
scopic appearance of the mucosa is restored en- 
tirely to normal. The fact that in the latter cases 
there is apparently no definite proof of histologi- 
cal restitution — as pointed out by A. J. Cox who 
felt that the changes occasionally observed by 
the gastroscopist after treatment may be due 
only to the growth of replacement epithelium, or 
by Schindler who attributed the return of the 
normal gastroscopic picture, including the disap- 
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pearance of the visible blood vessels after B,2 or 
liver extract to either a regeneration of the chief 
cells or to the formation of some unknown opa- 
que nonspecific tissue element—still does not 
make one eliminate this diagnostic procedure 
from the second group in view of the gastroscopic 
findings. 

The third group includes findings which are 
permanently and unconditionally elicited in per- 
nicious anemia patients. Those findings are 
refractory to any known drug, and a state of 
maintained hematologic remission does not alter 
their abnormal condition as it does to the find- 
ings of the second group. To this group belong 
the findings of histamine-resistant achlorhydria 
and of marked deficiency of “gastric intrinsic 
factor.” The first procedure is very popular and 
easily carried out. The estimation of the “gas- 
tric intrinsic factor” however, has met with great 
difficulties. 

Castle’s(10) classic bioassay consisting of 
feeding extrinsic factor, in form of beef muscle, 
mixed with gastric juice of an undiagnosed 
patient to a known pernicious anemia patient in 
hematologic relapse, and according to the re- 
sponse of the known pernicious anemia patient's 
hematologic system to judge about the status of 
the “gastric intrinsic factor” in the undiagnosed 
patient, is a very complicated and impractical 
procedure. This method has been known for 25 
years, and needless to say it has rarely been put 
into practice. 

Lately, a new approach has been developed 
which indirectly measures the presence or ab- 
sence of sufficient gastrointestinal intrinsic fac- 
tor. Radioactive cobalt incorporated in vitamin 
Biz when given orally to the pernicious anemia 
patient can be recovered in large part in the 
feces. Heinle and his associates(28) were the 
first to administer vitamin Bi. labeled with 
radioactive cobalt 60 orally, to normal subjects 
and to patients with pernicious anemia. The 
amount of radioactivity which appeared in the 
feces was greater in patients with pernicious 
anemia than in normal subjects, but could be de- 
creased by administration of a source of intrinsic 
factor in conjunction with the labeled vitamin. 
Halsted et ac. (29) measured fecal excretion of 
cobalt 60 — labeled vitamin B,. with a scin- 
tillation counter. They found that eleven nor- 
mal persons excreted on the average 33 per cent 
of 0.5 microgram of orally administered radio- 
active vitamin Bs, while seven patients with 
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pernicious anemia excreted, on the average 93 
per cent in 10 tests, but when a source of intrin- 
sic factor was administered with the test done 
in 4 patients, fecal excretion was decreased to an 
average of 38 per cent. More interesting was the 
finding that 11 patients who had had total gias- 
trectomy, none of whom had macrocytic anemia, 
excreted on the average 87 per cent in 16 tests. 
When a source of intrinsic factor was administer- 
ed with the test dose, an average of only 20 per 
cent was excreted in 14 tests. 

At this point it should be mentioned that 
Rubin and Massey(30) noted a typical appear- 
ance of the exfoliated cellular material from the 
stomach of patients with pernicious anemia per- 
sisting despite prolonged therapy. However, 
this approach is still in the investigative stage. 
Also in the investigative stage is the interesting 
observation of Olmstead and Hirschboeck(31 ) 
who found low urorennin levels in the urine of 
50 pernicious anemia patients even in hemato- 
logic remission. They assumed that the low ex- 
cretion of uronennin resulted from the low rennin 
and pepsin activity of the gastric secretions in 
pernicious anemia. However, this finding is not 
specific for pernicious anemia but rather a mani- 
festation of atrophy of the gastric mucosa which 
also occurs without pernicious anemia. 

It appears that radioactive cobalt incorporated 
in vitamin B;. would be the most useful and 
most practical adjunct in the diagnosis of per- 
nicious anemia without anemia, as it measures, 
indirectly, the gastrointestinal intrinsic factor de- 
ficiency. Its importance will still be greater 
when it will be applied to every case of hista- 
mine refractory achlorhydria, even prior to the 
onset of clinical manifestations of neuropathy; 
and when signs of deficiency of gastric intrinsic 
factor would be elicited, therapy could be under- 
taken prophylactically. A day will come when 
its use will be widespread, but until then it still 
remains that in the absence of anemia, the clini- 
cal findings of subacute sclerosis in association 
with histamine-resistant achlorhydria plus _re- 
sponse to therapy are the only practical means 
of establishing a diagnosis of pernicious anemia. 

CASE REPORTS: Two cases that presented 
subacute combined sclerosis. with histamine-re- 
sistant achlorhydria without typical erythropoie- 
sis of pernicious anemia are reported here: 

CASE 1. M. M., 38 years old, white female. 
visited me in my office for the first time in No- 
vember, 1951, complaining of “a back condition.” 
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She stated that 6 years previously, after the con- 
finement with her sécond child, she lifted the 
older child and the next day had a severe low 
back pain. Since then she had worn a brace on 
and off when she felt that her back became 
tired. On several occasions she went to a physi- 
cian for general checkups, including blood 
counts, but except for the sprained back nothing 
of significance was found. She was advised to 
take vitamins, which she had been taking all the 
time. 

About three months previously she felt ex- 
tremely weak in her back and legs, and she had 
to drag her legs along when walking. During 
her office visit she complained of numbness, 
chiefly on the right side, but no radiating pain. 
She denied any gastric upsets, but stated that 
215 years previously her tongue had become 
swollen, and ever since then “the skin had come 
off the tongue,” and she has had a soreness of 
her tongue. 

The patient’s family history was noncontribu- 
tory. On examination she was a well developed 
and well nourished, right handed, young look- 
ing woman, wearing a body cast. Her general 
examination was negative. She appeared to 


have good color, but her tongue was definitely 
smooth and without any demonstrable papillae. 
Neurologically she showed possible slight gen- 
eral weakness of her musculature, especially in 
her lower extremity. No localized atrophies or 


muscular deficits were demonstrable. Reflex 
examination revealed upper abdominals present, 
lower abdominals absent; the knee jerks were 
exaggerated bilaterally; the ankle jerks showed 
an active response on the left side, a somewhat 
diminished ankle jerk on the right. Sensory 
examination to ordinary modalities revealed 
diminished pinprick perception in the distribu- 
tion of the right external cutaneous nerve. Vib- 
ratory and position sense were definitely im- 
paired, although not lost in the feet and toes. 
Plantar stimulation revealed poor planter flexion 
bilaterally though no true Babinski could be 
demonstrated. The soles of her feet were un- 
usually sensitive. 

Gastric analysis revealed histamine fast achlor- 
hvdria. Complete blood count was normal. 

She was referred to a hematologist for bone 
barrow studies. However, after finding a normal 
peripheral blood, the hematologist felt there was 
no need to do a bone marrow smear. I sub- 
jected this patient to massive parental doses of 
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B,2 twice weekly; it took about 3-5 months until 
a noticeable symptomic improvement was noted. 
After six months there were definite signs of 
neurological improvement except for vibratory 
sense. 

Patient continued on maintenance parenteral 
Bis up until 2 years ago, when she was referred 
to another internist (because I joined the V.A.) 
who discontinued those treatments for 3 months 
in order for her to undergo bone marrow studies 
by a hematologist. When the latter discovered 
a normal bone marrow smear, his dictum was 
that patient had no pernicous anemia and he 
strongly urged her to give up gunshot therapy. 
However, her condition deteriorated and she 
had to resort back to By» injections, with good 
results. She has been on a maintenance regimen 
since. 

CASE 2. W.D.P. This was a 71 year old 
white male who was admitted to the Veterans 
Administration Hospital, Whipple, Arizona, on 
July 13, 1953, complaining of numbness and 
tingling, mainly in the extremities, of about 3 
years duration; and of walking difficulties of 
about 2 years duration. He stated that his legs 
felt weak and he sometimes could not control 
them. For fear that he might get off balance he 
walked no more than 1% blocks. He also stat- 
ed that he had had anemia for some years, the 
cause of which could not be determined, and 
that was also his main reason for seeking hospi- 
talization. 

Past history consisted of an appendectomy and 
herniorrhaphy many years previously. Since 
1925 he had had bronchial asthma and bronchi- 
tis. He stated that in 1939 he had a peptic ulcer 
and recovered fully after one year’s therapy with 
diet, amphojel and discontinuation of smoking. 
In 1947 he was treated at a hospital in Los An- 
geles, California, for unresolved pneumonia, at 
which time about 200 penicillin injections were 
administered. 

He was hospitalized again in Los Angeles, in 
1951 because of an acute abdominal episode 
which was thought to be a duodenal ulcer per- 
foration, but which upon laparotomy showed a 
well healed ulcer in the anterior portion of the 
duodenum and moderate induration of the pan- 
creas with small punctate nodules on the surface 
of the mesentery associated with a small amount 
of fat necrosis. A diagnosis of interstitial pan- 
creatitis was made, and no additional procedures 
were performed. . 7 
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His third hospitalization at the same hospital 
in Los Angeles in February, 1952, occurred at the 
suggestion of his private physician, because of 
“an anemia”. The patient's anemia on the out- 
side was never diagnosed by laboratory tests, but 
rather by history from his family physician. On 
admission his hemoglobin was 7 gms. and red 
cells 3.5 million, and hematocrit was 26. He was 
given blood transfusions and vitamin therapy 
and ferrous sulfate. Following the 15th day of 
hospitalization he showed uric acid of 10.6 
mg.%; cephalin flocculation was 2 plus in 48 
hours, thymol turbidity was 9.1 units, and brom- 
sulfalein showed 2.4% dye at 45 minutes. Cho- 
lecystogram on admission showed a non-func- 
tioning gallbladder. Several weeks later his blood 
count and cholecystogram were found to be nor- 
mal. He was discharged from there with diag- 
noses of: (1) Anemia, etiology unknown. (2) 
Hyperuricemia, etiology unknown. (3) Hepatic 
parenchymal disease. The additional diagnoses 


were: Small ventral hernia and benign prostatic 
hypertrophy. 

Physical examination on admission to Veterans 
Administration Center, Whipple, revealed a well 
developed, well nourished white male of 71, who 


appeared in no acute distress. He- appeared 
mentally clear and cooperative. Positive find- 
ings consisted of: Arcus senilis. Tongue was 
partially deprived of papillae; the anterior part 
was smooth and beefy red. There was tender- 
ness in the region of the 6th and 10th ribs. Post- 
operative scar noted in the left chest region. 
Moist rales were elicited at both lower lung bases 
posteriorly. The right lung appeared to be more 
emphysematous than the left one. The point of 
maximum apical impulse was in the 5th inter- 
space, one finger breadth beyond the midclavicu- 
lar line. There was a soft apical systolic murmur, 
not transmitted to the axilla. P2 was greater than 
Ay. Postoperative scars were noted over upper 
abdomen and bilateral inguinal regions. Pedal 
pulsations not elicited but extremities felt warm 
and oscillometric readings normal. The neuro- 
logical examination revealed reflex changes. The 
knee jerks were slightly hyperactive. The ankle 
jerks were absent. Babinski and Oppenheim 
were positive. There was moderate ataxia, dem- 
onstrated on finger to nose and heel to knee tests. 
A moderately coarse tremor of the extended 
hands was noticed. The vibratory sense was 
moderately diminished over the lower extremi- 
ties. The sensory changes were mainly subjec- 
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tive, consisting of dysesthesias and paresthesias 
involving not only the four extremities but to a 
lesser degree the entire body. 


LABORATORY: July 18, 1953. Red blood 
count 3,200,000. Hemoglobin 8.9 grams. Hema- 
tocrit 32 mm. White blood count 10,500; Neu. 
trophils 68, lymphocytes 28, monocytes 4, band 
cells 2. Platelets 275,000. Bone marrow aspira- 
tion showed 1 myeloblast; 30. myelocytes neut- 
rophils; 1 myelocyte-eosinophil; 17 meta-myeloc- 
ytes-neutrophils; 19 P.M.N. neutrophils; 2 lym- 
phocytes; 1 monocyte; 3 megaloblasts; 26 normo- 
blasts. M-E ratio 71-29. Cells counted 200. 
Sedimentation rate 22mm. Blood urea 17 mg.%. 
Glucose fasting 97 mg.%. Serum bilirubin 
0.53 mg.%. Serum uric acid 4.8 mg.%. Urin- 
alysis Color, yellow; reaction acid; specific grav- 
ity 1.014; albumin and sugar negative; bile nega- 
tive 3-5 hyaline casts; rare white blood cell. 
Urine urobilinogen negative. Serology negative. 
Cephalin flocculation 3 plus in 24 hours and 4 
plus in 48 hours. Bromsulfalein 8% retained in 
45 minutes. ree hydrochloric acid absent with 
histamine. Stools negative for ova, parasites; 
trace of fat; no meat fibres. Bleeding time | 
minute. Coagulation time 5 minutes. Coombs 
test negative. Red cell fragility test normal. 
Blood culture showed no growth in 16 days. 
eRticulocyte counts during August ranging be- 
tween 3.4 to 4.7 per cent, and on September 24, 
1953, 6.7 per cent. Complete blood count on 
October 21, 1953, revealed 5,370,000 red blood 
cells. Hemoglobin 14.9 grams. Hematocrit 53 
mm. Cephalin flocculation was 4 plus in 48 
hours. Alaline phosphatase 10 units. Thymol 
turbidity less than 1 unit and bromsulfalein 5% 
retained in 45 minutes. Total protein 6.8; albu- 
min 3.7; globulin 3.1. Electrocardiogram was 
within normal limits. X-ray of chest revealed 
that the left 6th rib was partially resected and 
there was considerable fibrosis in the left mid 
lung field. The apex of the left lung was emphy- 
sematous. The heart was shifted to the left and 
there were pleural pericardial adhesions along 
the left heart border. There was compensatory 
emphysema of the right lung. There appeared 
to be an old healed fracture of the left 10th rib. 
The heart size was within normal limits. Barium 
enema yielded no abnormal findings. GI series 
showed clover leaf deformity of the duodenal 
bulb and diverticulum of the second portion of 
the duodenum. Contrast material concentrated 
well in the gallbladder, which showed no evi- 
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dence of stones and appeared to empty satis- 
factorily. A mared sclerosis of the abdominal 
aorta was noted. Examination of the esophagus 
showed no evidence of varices. X-ray of the 
spine showed hypertrophic osteoarthropathy of 
the cervical and dorsal spine. 

COURSE IN THE HOSPITAL: Even though 
the patient revealed no typical P.A. bone mar- 
row; no marked megaloblastosis or giant meta- 
myelocytes; and no characteristic changes of 
pernicious anemia in the peripheral blood pic- 
ture, he was treated as a pernicious anemia case 
with By and liver injections and the results had 
been good. In December, 1953, patient was 
found to walk much better, had much less ataxia, 
and showed increase in general strngth and 
vigor. His dysesthesias and paresthesias im- 
proved greatly although reflex changes persisted. 
One month later patient revealed excellent co- 
ordination and stated that he felt much stronger 
in his legs and was able to walk for many 
blocks. Numbness and tingling had gone entire- 
ly. When he was sent on a therapeutic trial visit 
for a longer period of time and was off parenteral 
and only on oral medication of B,2 plus intrinsic 
factor his neurological condition definitely deter- 
iorated while the hematological remission per- 
sisted. 

COMMENT: The first patient had taken 
vitamin preparations containing B;2 and folic 
acid for several yaers. She presented subacute 
combined sclerosis and histamine resistant 
achlorhydria and glossitis, and at no time ane- 
mia. Undoubtedly her back sprain “masked” to 
some degree the subacute combined sclerosis 
and the absence of anémia “preventd” the diag- 
nosis of pernicious anemia. 

The second patient had on several occasions 
been subjected to prolonged antibiotic therapy 
and had taken vitamin preparation on and off 
until one year prior to his last hospitalization. He 
showed anemia but no bone marrow characteris- 
tic for pernicious anemia. Since the attack of 
acute pancreatitis in 1951 he has at no time 
thereafter revealed symptoms or signs compat- 
ible with pancreatitis: serum amylase, urine dias- 
tase, glucose tolerance curve, stool for meat 
fibres and the clinical findings all disproved pan- 
creatitis. _ The abnormal liver function tests 
pointed to hepatocellular damage, which is not 
uncommon in pernicious anemia. So did Schill- 
ing and Harris(32) report that the bromsulfalein 
retention exceeded 5% in 45 minutes, and ceph- 
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alin flocculation was 3 plus in 48 hours in 3 of 
20 patients with pernicious anemia. Alkaline 
phosphatase was elevated in only one patient; 
and total serum protein concentrations were 
lower than the accepted range in all of their 20 
patints. So also did this patient reveal a non- 
functioning gallbladder concomitant with the 
anemia in 1952, which then reverted to normal 
following blood transfusions and hematological 
remission. This is in accord with the report of 
Lindquist(33) who found that oral cholecysto- 
graphy failed to outline the gallbladder in 16 of 
33 patients with pernicious anemia in relapse; 
repetition of the test in 12 of those patients after 
hematological remission had been induced show- 
ed definite visualization of the gallbladder in 
eight. Because of liver damage, arteriosclerosis, 
chronic bronchitis and emphysema in this patient 
reticulocytosis following massive B,2 and liver 
injections was markedly delayed. The most in- 
teresting feature about this patient is the history 
of a duodenal ulcer. It proves that one may 
develop pernicious anemia following a peptic 
ulcer if the latter heals and hyperchlorhydria is 
substituted by histamine refractory achlorhydria. 
Absolutely true appears to be the reverse, name- 
ly that one who has pernicious anemia can hard- 
ly ever get a peptic ulcer because the histamine 
resistant achlorhydria of pernicious anemia is un- 
conditionally permanent, and there can be no 
active peptic ulcer with achlorhydria. 

SUMMARY: The increase in incidence of 
primary pernicious anemia without anemia be- 
cause of ingestion of folic acid, vitamin B,»2 plus 
intrinsic factor incorporated into vitamin prep- 
arations on the market, increased parenteral ad- 
ministration of vitamin B,2 in a host of condi- 
tions, and possibly because of antibiotics is 
stressed. 

Subacute combined sclerosis in association 
with histamine resistant achlorhydria is rarely 
encountered in any other condition but perni- 
cious anemia, and the differential diagnosis can, 
almost always, be established on the basis of 
clinical evidence alone. 

Physiological and other changes associated 
with pernicious anemia are reviewed. The find- 
ings common in pernicious anemia are classified 
into three groups on the basis of their diagnostic 
value especially in a state of morphologically 
normal peripheral blood and bone marrow. His- 
tamine resistant achlorhydria and deficiency of 
gastric intrinsic factor because they are uncon- 
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ditionally permanent findings in pernicious ane- 
mia and not influenced by hematological, or any 
other, remission, when demonstrated, specifically 
confirm the diagnosis. 

The importance of radioactive cobalt labeled 
vitamin B,. as a diagnostic aid and its utiliza- 
tion as a preventative tool for pernicious anemia 
neuropathy in the future is suggested. 


Two cases of pernicious enamia without typi- 
cal erythropoiesis are reported. The delay of 
proper diagnosis and treatment in the face of ab- 
sence of characteristic hematological findings 
while serious neurological lesions were progress- 
ing, is described. The second case, in addition 
is more intriguing as he proves that pernicious 
anemia may follow a peptic ulcer when the 
latter turns inactive and histamine-fast achlor- 
hydria substitutes for hyperchlorhydria. 


ADDENDUM: Since preparation of this 
paper one more case of postero-lateral sclerosis 
and histamine-refractory achlorhydria with a 
normal hematological picture was tréated at the 
Medical Services of V.A.H. Whipple, with par- 


enteral B;2 with mared clinical improvement. 
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THE GONORRHEA PROBLEM IN ARIZONA 
Clarence G. Salsbury, M.D., F.A.C.S., 
Commissioner of Public Health 
Phoenix, Arizona 


0 ccaSIONALLY a communicable disease 
which seems to be under control, or nearing 
control, flares up and we suddenly find we have 
a problem on our hands. This is true of gonorr- 
hea. For the past several years the gonorrhea at- 
tack rates, as reflected by cases reported to the 
State Department of Health, have remained more 
or less steady. If a trend is to be noticed over 
the years, it would be slightly downward. 
Suddenly, last July the gonorrhea cases re- 
ported began to increase. This, in itself, was 
not alarming as very often there is a sudden in- 
crease in cases of venereal disease reported, us- 
ually followed by a period of decreased activity. 
However, in this instance, the expected decrease 
has not materialized. Instead of decreasing, the 
reported cases of gonorrhea have continued to 
increase. This increase is shown by comparing 


the total number of cases reported in 1954 with 
those reported in 1953; there was an increase in 


1954 of 50%. 

This increase was not limited to any one area, 
but rather there was an obvious increase 
throughout the state. The trend established in 
1954 has continued. During the first six months 
of 1955 a total of 490 more cases of gonorrhea 
has been reported than during the same period 
last year; an increase of 54 percent. 

What is the meaning of this increase? Does 
it actually mean that there is a serious epidemic 
of gonorrhea, or can it be explained in some 
other way? First of all, could this increase be 
due to the more exact reporting of cases of gon- 
orrhea by the physician rather than an actual in- 
crease in the number of cases detected? This 
might be true if only the private physician were 
involved, but the number of cases reported by 
local health units, hospitals and other institutions 
also increased. It is true that a number of physi- 
cians reported cases of gonorrhea for the first 
time in 1954. However, physicians who regular- 
ly report, generally reported more cases in 1954 
than during 1953. Then too, no concentrated 
drive to get physicians to report cases of ven- 
ereal disease had been carried out during the 
past year. 

Second: Arizona is a growing state. Could 
this upward spiral of cases reported be merely 


the result of an increased population? The popu- 
ulation of the state increased between 5 and 10 
percent during 1954, while the gonorrhea cases 
reported increased 50%. This population in- 
crease hardly seems to be the answer. 

Third: During the political campaign last 
summer and fall, Arizona’s unfavorable health 
picture with its high venereal disease rates was 
explained to some extent in the campaign. Has 
this publicity made the population and the physi- 
cian more venereal disease conscious, which has 
resulted in more people seeking treatment and 
being treated for gonorrhea? This could be true, 
although this same situation was publicized in 
other political campaigns without any increase 
in venereal disease being reported to the State 
Department of Health. If this supposition were 
correct, it would have resulted in an increase in 
the cases of syphilis reported too. However, 
this is not the case. The number of syphilis 
cases reported have actually gone down, not up, 
during this period. 

The fourth supposition would be that there has 
actually been an increase in promiscuity which 
would naturally result in an increase in venereal 
diseases. There is a great deal of evidence to 
support this theory. First, one would not expect 
much change in the sex habits of those in the 
older age groups. They should be well estab- 
lished by the time the individual reaches 20 to 
25 years of age. Therefore, any general increase 
in promiscuity should be detected first in the 
younger ages. 

A comparison of the age distribution of gon- 
orrhea cases reported during 1953 and 1954 
shows that while there has been an increase in 
the cases reported for practically every age, the 
increase in the younger ages is more marked. In 
1953 the median age of cases of gonorrhea re- 
ported was 22 years. In 1954 this age was 20 
years. This is all the more remarkable when one 
considers that there are many physicians who are 
reluctant to report venereal disease among teen- 
agers. 

A second indication that more teen-agers are 
contracting gonorrhea is that during the past six 
months several physicians have called the state 
and local health units because they have become 
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alarmed about this situation. This concern is 
something that had rarely happened before. 

A fifth supposition that might account for our 
present situation is that we have not been able to 
reduce the female reservoir of gonorrhea patients, 
or prevent it from increasing. The technique 
used to reduce this reservoir or keep it in check 
is the interviewing of male cases of gonorrhea 
for their sexual contacts and then the tracing of 
these contacts and bringing them to diagnosis. 
It might be that we are failing to get the cases 
which are doing the damage, in spite of the fact 
that we have had more and better contact inves- 
tigation the past year than in previous years. 

Whatever the reason, the fact is we seem to 
have a sustained epidemic of gonorrhea. What 
can be done about it? There are several things 
that the private physician may do to help: 

1. Interview all male cases of gonorrhea for 

their sexual contacts. 

(a) If the patient is married, do not treat 

the husband unless sure that the wife 
is treated at approximately the same 
time. 
Report all contacts solicited to your 
local health unit if in Pima, Pinal or 
Maricopa Counties, or to the State 
Health Department if not in the above 
mentioned counties. These contacts 
will be traced and brought to diagnosis 
and treatment if it is necessary. 

. If the physician does not have time to inter- 
view the patient and the patient lives in 
Pima, Pinal or Maricopa County, a call to 
the local health unit will bring a trained in- 
vestigator to do the job. 

. Treat all female contacts of known male 
cases whether or not the gonococcus can be 
demonstrated by laboratory procedures. It 
is sometimes very difficult to demonstrate 
gonorrhea] infection in old chronic cervicitis 
cases; yet they are extremely infectious. 
These cases need not be reported unless the 
physician has convinced himself either 
through clinical or laboratory procedures 
that the person has gonorrhea. Neither does 
this person need be known as a case of 
venereal disease. However, if they are treat- 
ed a case of infectious gonorrhea may have 
been treated and the spread of infection to 
others prevented. 

. Report all cases of known gonorrhea to the 
State Health Department.. This will give 
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us an idea of the actual prevalence of the 
disease and point up areas that need special 
treatment. 

Next, what does this epidemic of gonorrhea 
mean as far as other venereal diseases are con- 
cerned? Why have not the syphilis cases kept 
pace with the gonorrhea cases reported? If there 
is an increase in promiscuity, then there should 
be an increase in syphilis cases also. It is 
estimated that about five percent of those who 
contract gonorrhea contract syphilis at the same 
time. It appears that we are not even finding 
these cases. Are gonorrhea patients returning 
monthly for four months after treatment for a 
blood test and examination? Does the physician 
in treating his gonorrhea patient give him 
enough penicillin to cure him of any syphilis he 
may have acquired at the same time? Or does 
he give him enough to take care of the gonorrhea 
and only mask the early symptoms of syphilis, 
but not cure it? All these questions can only be 
answered by the physician himself. However, 
the fact remains that suspicion of syphilis should 
be considerably sharpened in the mind of any 
physician who is treating cases of gonorrhea. 

There are still several foci of spyhilitic infec- 
tion in the state which have not been wiped 
out. We are still receiving a considerable num- 
ber of reports of infectious syphilis which indi- 
cates that there is enough syphilis in the state so 
a promiscous person need not hunt too long to 
find it. 

Health authorities have the uneasy feeling that 
maybe many physicians in the state believe that 
the syphilis problem is solved and there is no 
further need to try and diagnose it. It is hoped 
that this is not true. We hope that the present 
downward trend in cases of syphilis reported is 
actually a true decline in the incidence of this di- 
sease and that it might soon cease to be a pub- 
lic health problem in Arizona. 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Cluk. 











CASE RECORDS OF THE 
MASSACHUSETTS GENERAL 
HOSPITAL NUMBER 37521 


PRESENTATION OF CASE 


\ FIFTEEN-month-old girl was admitted to the 
hospital because of jaundice. 

One month prior to admission while cutting 
the bicuspids the child developed bilateral swell- 
ing under the chin, low-grade fever and some 
reddening of the right eardrum. She was treated 
with ear drops and a sulfonamide compound for 
three days, with subsidence of the symptoms. At 
about this time she was observed to be scratch- 


ing her skin a great deal but otherwise appeared 
No jaundice was noted Six days prior 
to admission a red blotchy rash developed over 


well. 


her neck and face. She was afebrile. At this 
time the mother noticed that the sclerae had a 
yellowish tint and that the abdomen was becom- 
ing larger. In the following two days there was a 
rapid increase in jaundice. The patient’s appe- 
tite during this period seemed to improve, and 
she was quite active. Two days prior to admis- 
sion she was seen by a physician and placed on 
skimmed milk. Thereafter the stools, which prev- 
iously had’ been somewhat loose but of normal 
color, became hard, pale and infrequent. No 
stools were noted on the day before admission. 
The child had had a normal birth and neo- 
natal period, with a birth weight of 6 pounds and 
3% ounces. The pregnancy had been uncom- 
plicated. She had been breast fed for two weeks 
and then switched to a whole-milk and Karo 
Syrup formula and at about one year chopped 
foods were added to the diet. She received 
oleum percomorphum, 10 drops, until the age of 
thirteen months. She was immunized against 
diphtheria, pertussis and typhoid between her 
sixth and eighth months but was not vaccinated. 
For one month following the loss of the cord 
stump there was recurrent discharge at the um- 


bilical site, which healed after treatment by re- 
peated cauterizations. 

Physical examination revealed a 29 inch, 23- 
lb., well developed jaundiced child who was 
listless and irritable. The sclerae were yellow 
tinged. The skin was distinctly yellow with a few 
faint red macules at the upper chest. The 
pharynx was negative. The lungs were clear. 
The heart was of normal size with a Grade II 
apical systolic blowing murmur that was not 
transmitted. The abdomen was proturberant 
and a firm, smooth, nontender, 14x19 cm. mass 
was felt in the right upper quadrant that ex- 
tended to the left of the midline. The mass ex- 
tended into the right flank posteriorly and appar- 
ently occupied almost the entire right side of 
the abdomen. It was thought to be separate 
from the liver, which could be felt 2 finger 
breaths below the costal margin and had a sharp 
nontender edge. The spleen was not felt. No 
fluid was noted. 

The temperature was 98.4°F., the pulse 116 
and the respirations 48. 

The urine gave a test ++ for albumin and a 
+ test for bile; the sediment contained an occa- 
sional red cell and hyaline cast and 50 white 
cells per high-power field. Examination of the 
blood revealed a hemoglobin of 10.9 per cent 
lymphocytes and 5 per cent monocytes. On 
smear the red cells varied in size and there were 
many target cells and a rare stippled cetl. The 
prothrombin with 16 seconds, (normal 19.5 sec- 
onds ). 

X-ray films of the chest revealed clear lung 
fields with diaphragms elevated by a large intra- 
abdominal mass. Abdominal films showed a 
large soft-tissue mass present in the right side of 
the abdomen that had displaced the stomach and 
small and large intestime to the left. The 
mass was smoothly rounded and could not be 
separated from the liver shadow but could be 
separated from the kidneys, which appeared of 
normal size. Intravenous pyelogram showed the 
dye to be well concentrated, outlining nondilated 
urinary passages on both sides. There was a 
suggestion of a small amount of fluid in the peri- 
toneal cavity. 

The patient passed several clay-colored stools 
while in the hospital. Her condition remained 
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unchanged. She refused almost all food other 
than milk. On the third hospital day an opera- 
tion was performed. 

Dr. ROGER F. WHITE: This case presents 
‘0 many conflicting and apparently contradictory 
uspects that I suspect the diagnosis must be a 
very simple one. Drs. Dysart and Randolph 
have covered the range of diagnostic possibilities 
very well; however, I will probably venture a 
third diagnostic possibility if I do not lose my 
courage as I work my way through this im- 
promptu discussion. 

The history of recurrent discharge at the um- 
hilicus warrants consideration. Perhaps this was 
a manifestation of a patent urachus or a persis- 
tent vitelline duct. Such lesions, if they become 
cystic, rarely ever attain such a size as the mass 
reported in this case, and in any event would 
tend to be lower in the abdomen and more in 
the midline. 

I do not believe that this mass represents a 
renal tumor. It is hard for me to conceive of a 
renal tumor of this size that would not have pro- 
duced cachexia or manifested itself by an ab- 
normal excretory urogram. 


A neuroblastoma could present itself as the 


mass described in this case. It is just about 
the only tumor of childhood which could have 
attained such size in such a short period of time. 
However, if this were a neuroblastoma, I would 
again expect some cachexia, displacement of the 
kidney on the side affected, and some irregular- 
ity or nodularity of the mass. 

It seems to me that the most salient feature in 
this case is the presence of jaundice and rather 
clear-cut clinical and laboratory evidence of ob- 
structive jaundice. What sort of a lesion could 
produce both jaundice and an abdominal mass 
such as described? The mass is described as 
being firm and smooth, separate from the liver 
edge anteriorally but not in the lateral aspect. I 
suspect that the mass is due to a cystic dilation 
of the extrahepatic biliary duct system. The 
reason for the sudden appearance of this mass 
must be due to recent and acute obstruction. 
Whether this obstruction was due to torsion of 
a mass about the duct system or due to occlusion 
by a stone or a plug of inspissated bile is not at 
all clear. It would be very interesting to know 
whether this child had a chronic hemolytic ane- 


mia of the Cooley type; the report of ‘many"taf®* 


get cells in the peripheral smear cannot be ignor- 
ed. 
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I have been asked to discuss this case extem- 
poraneously, and I assume that such a request 
implies that I commit myself to a definitive diag- 
nosis. I will submit that at surgery the opera- 
tive findings revealed a cystic dilatation of the 
common bile duct or choledochus cyst. 


DIFFERENTIAL DIAGNOSIS 

Dr. CLAUDE E. WELCH: When I received 
this protocol several days ago I gave it to my 
twelve-year-old son to read over. I wondered if 
he could help me with the diagnosis inasmuch as 
he gets all his mdical information from the Read- 
ers Digest. I asked, “What do you think it to 
be?” He said, “It is a cyst.” I said, “What is in 
the right upper quadrant?” He replied, “The bile 
ducts.” With that as a preliminary diagnosis I 
shall consider the possibility of a.congenital cyst 
of the bile ducts, which is one of the commonest 
causes of these particular symptoms. 

The history was not very characteristic or in- 
formative until just before the patient came into 
the hospital. The jaundice of six days’ duration 
obviously had come on rather rapidly because 
nothing had been noted previously except a 
slight amount of scratching which suggested a 
low-grade jaundice. Although the presence of a 
previous acute infection and the sulfonamides 
are of interest, I do not think they are important 
to our discussion. Then the abdominal mass be- 
came apparent and there were clay-colored 
stools. The examination in the hospital gave ob- 
jective evidence of jaundice and began to local- 
ize the disease. There was nothing remarkable 
in the past history. There was no suggestion of 
a chronic wasting disease. The child was well 
and her weight was approximately normal. She 
entered the hospital with a firm smooth non-ten- 
der mass in the right upper quadrant that ex- 
tended across to the left side. The description 
of this mass is extremely important. I do not 
think I can expand on it as it obviously was de- 
scribed very carefully. There was no fever. The 
blood count was not too remarkable for a child 
of this age — that is, it certainly was not diagnos- 
tic. Except for the bile in the urine there was 
little evidence other than that the child was 
sick. 

Dr. BENJAMIN CASTLEMAN: Here is a 
drawing of the mass made by the resident. 

Dr. WELCH; In this drawing a large mass is 


“€hown extending down below’ the’ umbilicus, 


half-way over to the left hypochondrium and 
halfway down to the inguinal ligament and ap- 
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parently lying all anteriorly rather than poster- 
iorly. 

Being faced than with an abdominal mass in 
a child a litle over a year old, I have three major 
possibilities to consider. One is the presence of 
some maglinant tumor of which an embryoma 
of the kidney is the most common. There are 
other malignant tumors that I shall also have to 
consider. The second and third most common 
diagnoses are congenital cyst of the biliary tree 
and duplications of the intestinal tract — in this 
area particularly of the duodenum. With these 
three possibilities in mind, let us see the x-ray 
films. 

Dr. JAMES J. McCORT: The palpable soft- 
tissue mass is seen filling almost the entire right 
abdomen and displacing the intestines to the 
left and downward. It is smooth in outline, ly- 
ing somewhat anteriorly as described in the 
physical examination, and shows no calcification. 
Also it seems to be separate from the liver edge 
laterally, but anteriorly I cannot separate it from 
the shadow of the liver. A film of the abdomen 
was obtained in the lateral decubitus position to 
see if the mass would fall away from the edge of 


the liver and if there was any layering of fat 
within it. Neither of these was found. 

On intravenous pyelogram the kidneys are nor- 
mal in size, position and shape; they excreted the 
dye promptly and there was no obstruction to 


either urinary passage. The mass is entirely 
separate from the urinary track. 

Dr. WELCH: There was no drink of barium 
I presume? 

Dr. McCORT: NO. 

Dr. WELCH: The x-ray findings are very 
helpful, particularly from the point of view of 
excluding a tumor of the renal tract. Let me 
consider first the possibility of some malignant 
tumor. Admittedly the differential diagnosis of 
a malignant tumor of children of this age is 
particularly difficult. If the patient had entered 
the hospital with the well marked cachexia that 
one might expect with a tumor of this huge size, 
then the diagnosis would be clear; but she was 
quite well developed and nourished, so I have no 
evidence from that point of view that she had a 
malignant tumor. Of malignant tumors that 
she may have had, a Wilms tumor is eliminated 
by the normal intravenous pyelogram. As I 
mentioned before, that is the commonest large 
malignant tumor in children. Years ago we had 
in this hospital a child of this age with a huge 
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fibrosarcoma of the left lobe of the liver. As we 
know, other very bizzare tumors may appear in 
children of this age and may grow very rapidly. 
It is conceivable that this could have represented 
such a tumor, which was pressing up on the bile 
duct to produce the jaundice. This mass by 
x-ray examination seemed to be independent 
from the lobe of the liver and therefore a tumo: 
originating in the liver can be ruled out. An 
other possibility that I ought to consider is a 
tumor arising from the sympathetic ganglia, such 
as a ganglioneuroma arising from the region ot 
the right adrenal gland. Again there was no evi 
dence in favor of that because there was no dis- 
placement of the kidney. I am not very well 
pleased with the diagnosis of malignant tumor. 

I think it is more likely that I am dealing with 
a congenital abnormality. The most common 
congenital abnormalities that I have to consider 
are the congenital cysts of the bile duct and 
duplications of the duodenum. There is some 
evidence in favor of the cyst of the bile duct on 
several bases; one is the frequency of the two 
diseases. When Dr. Gross collected his first 
series of duplications of the duodenum, for ex- 
ample, he was able to find only one of those 
cases in the Children’s Hospital records and was 
able to collect some 50 cases of congenital cysts 
of the bile ducts. Over ensuing years, congenital 
cysts of the bile duct are becoming considerably 
more common than duplication of the duo- 
denum. The duodenum is one of the rarer parts 
of the intestinal tract to be duplicated. It is 
quite clear than any duplication would have had 
to be of the duodenum to explain the jaundice; 
that is the 6ne tumor other than the cyst of the 
biliary tree that can produce jaundice. 

Then I have some evidence from the symptom- 
atology of the patient. When duplications of 
the duodenum occur (and cysts of the head of 
the pancreas and paraduodenal cysts all should 
be put in the same group). the patients usually 
have symptoms of duodenal obstruction. Jaun- 
dice is uncommon with the duplications. On the 
other hand, patients with cysts of the bile ducts 
have a triad of symptoms that consists of ab- 
dominal pain, jaundice and a mass. The pain 
was not well marked in this particular child, but 
it would be rather hard to elicit anyway. She 
was becoming irritable; that possibility repre- 
sented a mild degree of pain. She certainly had 
a mass and she certainly had jaundice. Conse- 
quently from the point of view of symptomatol- 
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ogy this diagnosis would fit perfectly well. 

I suppose she did have a cyst of the common 
duct; that of course could be manifested at her 
age. If these patients have a complete atresia of 
the bile ducts, the diagnosis is often made in the 
first two or three days of life. Dr. Nathan Tal- 
bot tells me this diagnosis is not always easy, 
since several days may elapse before jaundice is 
definite. If there is a simple cyst the diagnosis 
may be made at any time — even in adult life. 
It is of interest that one of the early patients on 
whom the diagnosis was made about twenty-five 
years ago is now in the hospital again. She has 
had repeated operations on the cyst of the com- 
mon duct and now has a carcinoma of the head 
»f the pancreas, perhaps indicating that there is 
more wrong congenitally than is suspected. Em- 
bryonic rests may be present as well as the cysts. 

It is of interest to speculate on what influence 
the infection may have had on the onset of the 
symptoms. Many of these patients at operation 
or at autopsy are found to have patent ampullas 
of Vater. The infection may have been just 


enough to produce an obstruction at that site. 


Some of these patients have a condition that is 
probably analygous to an achalasia of the esoph- 
agus;or colon in that everything appears to be 
perfectly normal except for the absence of nerve 
cells. At any rate, the etiology is far from clear. 
The treatment is more standardized. I believe 
that when the surgeon explored this girl he 
found a cyst of the bile duct that he anastomos- 
ed in some fashion to the intestinal tract. 
CLINICAL DIAGNOSIS 

Enterogenous cyst (duplication of duodenum) 
DR. WELCH’S DIAGNOSIS 

Congenital cyst of common bile duct. 
ANTATOMICAL DIAGNOSIS 

Congenital dilatation of common bile duca. 
(choledochal cyst). 

Obstructive cirrhosis of the liver. 
PATHOLOGICAL DISCUSSION 

Dr. Castleman: I am sorry that Dr. Robert R. 
Linton, who operated on this child, cannot be 
here. His preoperative diagnosis was a dupli- 
cation of the duodenum. At operation, he 
found a cyst of the common duct, as Dr. 
Welch predicted. This anomaly probably 
should not be called a choledochal cyst be- 
cause it is really a part of the wall of the com- 
mon bile duct that has become markedly dis- 
tended apparently due to some congenital 
weakness in the wall. Gross and Ladd prefer 
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to call it congenital dilatation of the common 
bile duct. The dilatation of the common duct 
contained over a liter of bile, which was re- 
moved through a window in the wall; bile was 
seen coming down from the liver through a 
very small lumen. The bile was drained 
through a T-tube and an anastomosis made 
with the jejunum. The liver at the time of 
operation was grossly cirrhotic and a_ biopsy 
showed moderate bile stasis and definite ob- 
struétive cirrhosis — fibrosis and _bile-duct 
proliferation. The amount of bile-duct pro- 
liferation was much more than one would ex- 
pect with the short period of jaundice that 
she apparently had. 

The follow-up on this patient is interesting. 
She continued to be jaundiced for about two 
weeks; the jaundice then gradually decreased 
until about three and a half weeks after oper- 
ation, when the stools became tan and the 
jaundice disappeared. She was sent home with 
the T-tube still in place, to be left there for 
about six weeks for adequate decompression. 
I understand from a surgical standpoint of 
view that in these cases no attempt should 
be made to remove the cyst. 

Dr. Welch: They are impossible to remove 
and the patients have usually done very well 
following anastomosis. 

Dr. Kranes: Where does the obstruction 
arise in these cases? In the site of entrance 
into the duodenum? 

Dr. Castleman: Usually it is in the lower 
end just proximal to the ampulla; the weight 
of the dilated and full sac produces a kink 
in the common bile duct. 

ADDENDUM 

Dr. Robert R. Linton: I wish to compliment 
Dr. Welch on making the correct diagnosis. 
From the surgical point of view, the chief 
point of interest is the type of anastomosis 
that was utilized. In most cases in the litera- 
ture a direct choledochoduodenostomy has been 
performed, whereas in this patient a choledocho- 
jejunostomy using the Roux-Y approach was 
performed. In the former, ascending biliary in- 
fection is frequently a serious complication. It 
was hoped with the type of anastomosis used in 
this case that it might be possible to prevent 
it. The drainage tube is still in place and it is 
our plan to have patient return in a month for 
a cholangiogram. Whether further surgery will 
be performed or not will depend a great deal 
on the findings at that time. 
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THE Kredi d- PAGE 


T HIS page will be devoted to excerpts from an Editorial of the Journal of the American Med- 
ical Association, published previously; however, because of its importance, it is felt that it con- 
tains some essential facts which may be read or re-read with some interest.” 


THE 1954 MEDICAL CARE DOLLAR 

The long-term trends noted in the text — declines in the propor- 
tions of the total medical care expenditures for physicians’ and den- 
tists’ services and rises in the proportions spent for hospital services 
and for all other medical care — continued in 1954. In 1954 physicians 
received 27.50 cents and the dentists, 9.20 cents from the medical care 
dollar; this is about 3/5ths of a cent less for physicians and 1/5th of 
a cent less for dentists than in (revised) 1953. (See table 3 which 
shows 28.15 cents and 9.43 cents, and chart IV in text.) The amount 
going for drugs and sundries also continued to decline; the 1954 por- 
tion of the medical care dollar going for this item was 15.40 cents, or 
7/10th of a cent less than in 1953 (table 3 shows 16.15 cents). Three 
fourths of a cent more went for hospital services in 1954 than in 1953; 
the precise amount was’ 26.71 (table 3 shows 26.02) cents). Slightly 
greater was the increase in the amount going for all other medical 
care — 21.19 in 1954 as compared with 20.40 in 1953 (table 3 shows 
20.06 cents). For the reader who would like to round these percent- 
ages and prepare his own “1954 Medical Care Dollar” similar to chart 
IV, the following distribution is suggested: Hospitals — 27c, Drugs — 
15c, Other — 21c, Dentists — 9c, and Physicians — 28c. 

A breakdown of the three items which comprise “all other medical 
care” expenditures, is illuminating. In 1954, the total dollars ex- 
pended for “ophthalmic products and orthopedic appliances” actually 
decreased; consequently, the proportion of the medical care dollar de- 
creased silghtly — by 2/5ths of a cent. The proportion spent for 
“other professional services” decreased only slightly. On the other 
hand, the amount spent for “medical care and hospitalization insur- 
ance” in 1954 incresed by $188 million over 1953. (This item is, es- 
sentially, premiums less claims with some allowance for reserves; it 
also includes unstated but comparatively small amounts paid to group 
health plans and as student fees for medical care.) This is 33% of the 
additional dollar amount spent for medical care and drugs in 1954. 
(The proportions of the 1952 and 1953 medical care dollar going for 
the insurance item were given in text table 3A as 7.89 cents and 8.87 
cents, respectively; the revisions given here change these propor- 
tions to 8.06 and 9.06.) The 1954 portion of the medical care dollar 
spent for “medical care and hospitalization insurance” was 10.35 
cents. This is more than a cent above (10.35 less 9.06) that expended 
on the same item in 1953; for the first time in medical economic his- 
tory the amount spent by consumers for the health insurance over- 
head was a larger share of the medical care dollar than that received 
by dentists. When it is realized that these are the overhead costs of 
having voluntary health insurance, the reader may obtain some idea 
of how great the increase has been in insurance coverage for the 
consuming public. 

In summary, there was a shift in the parts of the medical care dol- 
lar; about 1% cents less went to physicians, dentists, and the sup- 
pliers of drugs and sundries, while 1% cents more went to hospitals 
and to the administration of medical care and hospitalization insur- 
ance. 


Harry E. Thompson, M.D. 
President, Arizona Medical Association. 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore pectfully its the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
—— to construction, diction, lling, and praaeatie, 

ided by the general wile o ” medical writin 
foligwen y the OURNAL OF THE AMERICAN MEDI AL 
ASSOCIATION. (See MEDICAL WRITING by Morris Fish- 


3. "Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 
4. Read and re-read the manuscript several times to cor- 
~ it, especially for spelling and punctuation. 
Submit manuscript typewritten and double-spaced. 

8. Articles for publication should have been read before 
a controversial body, e.g., a ital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy to help 
in any way possible. 


DON’T MISS THIS 














P wvickeaiiie and Arizona are in for a treat med- 
ically speaking, since they have the privilege of 
being the host for the 1955 annual meeting of 
the Southwestern Medical Association in co- 
operation with the second annual conference 
on recent advances in medicine of the Maricopa 
County Medical Society have arranged an out- 
standing program. Notes regarding this pro- 
gram will be found elsewhere in the Journal 
and every physician in the area has been mailed 
a copy of the preliminary program so that it 
would be pointless to repeat it here. We urge 
every physician in Arizona, many of whom al- 
ready are members of the Southwestern Medical 
Association, to read the preliminary announce- 
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ments of this program and we are sure that he 
will agree that it is outstanding and something 
which he will not want to miss. Make your 
plans now to attend. 

There is another bonus attraction for every 
physician who is in the Phoenix area at that time. 
The Phoenix Executive’s Club has engaged Dr. 
Ralph J. Gampbell to speak to them on Friday, 
November 18 on the subject of socialized medi- 
cine. The full announcement concerning this 
will be found elsewhere in the Journal but be- 
cause his subject should be of considerable in- 
terest to the physicians attending the South- 
western Medical Association meeting, the Ex- 
ecutive Club has decided to open this meeting 
to all of the doctors and their wives who do not 
have conflicting meetings for that evening and 
who may wish to attend. Dr. Campbell left 
England because he did not wish to continue 
practice under their system and has now had five 
years experience in practice in the United States 
and should have a message which will be in- 
teresting to us all. 

Again we say DON’T MISS THIS! 


AN INVITATION FROM THE 
PHOENIX EXECUTIVE’S CLUB 


= Phoenix Executive’s Club has invited Dr. 
Ralph J. Gampbell to address them on the subject 
of socialized medicine Friday evening, Novem- 


ber 18 at 7:00 P.M. This is a dinner meeting 
to be held in the Thunderbird Room of the 
Hotel Westward Ho. Because of the interest 
which Dr. Gampell’s message will have for the 
medical profession, the Executive Club has 
opened this meeting to any physician and his 
wife and their friends who may wish to attend. 
Dr. Gampell has practiced medicine in Britain 
under the socialized system in effect there and 
has come to America to escape that system. He 
has now practiced for five years in the United 
States and is well qualified to contrast and com- 
pare the two systems of practice. 

Those physicians and their wives and friends 
who wish to attend should send in their reserva- 
tions immediately. Contact the secretary of 
the Executive’s Club, Miss Jane Hudgins, 1305 
E. McDowell Road, Phoenix, Ariz. The dinner 
is $5.00 per plate. 
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Topics or Caveett Mfedia( \NTEREST | 


RX., DX., AND. DRS. 
By Guillermo Osler, M.D. 


= new SYNTHETIC STEROIDS continue to 
seem safer and more effective as more reports ap- 
pear each week. The trade-names include ‘Pred- 
nisone’ (Pfizer), ‘Meticorten’ (Schering), et. al... . 
The advantages over cortisone and ACTH drugs 
are the scanty effect on the electrolytes, fluid 
balance, psyche, etc., and the more efficient action 
on certain types of arthritis, asthma, skin lesions, 
and various types of allergy. . . . The sed. rate 
more often drops to normal. The salt intake need 
not be limited. There is a lack of blood pressure 
effect. . . . The dose may be restricted to 50 mg. 
per day at the start; 35 mg. daily for a week; and 
an average maintenance of 15 mg. per day. 

HAVE YOU BEEN CALLED A HERO lately? 
You may be one, tho possibly an unconscious-type 
hero. The J.A.M.A. has said that “It is a wise 
doctor who knows his own danger”, and the rou- 
tine medical hero is an accidental one who does 
work in which hazard is inherent. ... The greater 
heroism is that of the M. D. who sees a danger 
and then exposes himself deliberately for the 
benefit of a patient, or a cause, or for science. The 
deliberate martyr role is one which never lacks 
applicants, tho quite often they don’t survive the 
third act.... We aren’t all like that, but it’s pleas- 
ant to know that more than a few of our col- 
leagues are. 

A SENSE OF ADVENTURE is also refreshing to 
see. The most recent example is the shift from 
Texas to Ohio of a person who has sometimes 
been quoted in this column, Chauncey (‘Sarge’) 
Leake. . . . He is a fabulously versatile pharma- 
cologist, physiologist, medical historian, dean of 
medicine, vice-president of the U. of Texas, author, 
voracious reader and abstracter, etc., etc. .. . He 
has now resigned, moved to Ohio State at Colum- 
bus, and is to work in basic sciences at the huge 
new Health Center there. .. . When an old fire- 
horse hears the alarm, I guess he’s got to go... . 
Dr. Leake starts off each monthly issue of his 
international one-sentence abstract with the phrase 
“Calling Attention To,—”, which is what we are 
doing here. 


One seldom sees an announcement from an 
M.D. which describes a pleasant change of loca- 
tion as perfectly as the one from Frank L. Meleney 
of New York. We have a special interest, since 
he has been a fine surgeon, terrific investigator of 
infections and chemotherapies, and he contributed 


to ARIZONA MEDICINE about five years ago. 
. « » The engraved notice gives his name, the 
initials of his four degrees, a comment that he 
is a founder of the American Board of Surgery, 
and his major teaching title, “Professor EMER|- 
TUS of Clinical Surgery, Columbia University.” 
. »-. Then, he announces the transfer of his prac- 
tice to MIAMI, FLORIDA! - Peace. Peace 
It’s Wonderful! 

Oldsters with BRONCHIECTASIS are never 
free of infection in their respiratory tract, says 
Pittman of Mass. Gen’l. Hospital. He advises pro 
tection from ‘colds’, which invariably cause bron- 
chitis and patchy pneumonitis, by starting intra- 
muscular injections of penicillin at the onset and 
daily doses for 5 to 10 days. . . . We’d like to see 
a comparison of this routine and one which uses 
oral Tetracyn or some such drug. The conveni- 
ence and theoretical advantages would lead us 
to use the latter anyway. 

One of the exhibits at the A.M.A. meeting in 
Atlantic City described a means for REDUCING 
TRANSFUSION REACTIONS. Stephen, Martin. 
and Bourgeois-Gavardin of Duke say that when 
Pyribenzamine solution is added to a unit of 
blood there is a significant reduction in the chance 
of allergic and pyrogenic reactions. . . . The inci- 
dence of allergic reactions in 1,500 patients given 
plain blood was 3.1 per cent, compared to 0.6 per 
cent in the. 1,600 patients given blood containing 
the anti-histamine. The reduction in pyrogenic 
reactions was not as great but amounted to about 
40 per cent. . . . Hemolysis was actually less in 
the AH series. ... The dose was 25 mg. of Pyri- 
benzamine in the first pint of blood, and none 
in later pints unless more than 12 units were used. 
or unless the interval between transfusions was 
more than 6 hours. 

FECAL IMPACTION and severe constipation 
are tough problems which now have another meth- 
od of therapy. Wilson and Dickinson of Ann 
Arbor have said that ‘AEROSOL OT’ can be used 
to make the scyballous material porous to water 
or mineral oil. . . . It can be given TID by mouth 
(2 ec of a 1% solution in milk or fruit juice) or by 
enema (5 cc of a 1% aerosol in 1 to 2 oz. of min- 
eral oil). . . . There is no notable effect on fat or 
protein absorption; the aerosol is non-Toxic; and 
it can be used indefinitely without change in effect. 
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BRAVERY has an isomer which often occurs 
in patients. It is called COURAGE, and it may be 
of a positive, open sort (like when a patient faces 
pain or a gloomy diagnosis) or a quieter, hidden 
kind. . . . The QUIET courage is that which is 
required for awaiting the results of tests, or the 
courageous honesty which is needed to avoid 
cheating. ... Why should a patient cheat, even in 
a negative way. when he is the one to suffer? 
Hard to say, unless you, yourself, have been pre- 
sented with the chance. Most tests can’t be faked 
or minimized (fortunately), but a sputum test for 
tubercle bacilli has less chance of being positive if 
one doesn’t try very hard. Maybe it’s brave to 
expectorate? 

While mousing-around on the surface of pa- 
tient and physician reactions it might be appro- 
priate to mention a newly coined word,—IATRO- 
ERGIC’. .. . Most of us have barely become fami- 
liar with the similar term ‘iatrogenic’ (which 
means ‘an effect or attitude which may be pro- 
duced in the patient by the attitude of the phy- 
sician’). . . . ‘Iatroergic’ is the effect on a phy- 
sician of the pills he gives to the patient. It is 
a chief obstacle to honest research, even when 
controls are used, or placebos given in place of 
the drug being tested. The physician is so hope- 
ful and convinced that he unconsciously influences 
the patient by the way he asks questions. ... 
There can even by a ‘negative iatroergy’, due to 
the disenchantment of a physician with a mode of 
therapy. 

The incidence of PSITTACOSIS is steadily in- 
creasing. Certainly the reportable incidence. 
There were 6 cases reported in the U.S. in 1941, 
303 cases in 1954... . Fitz, Meiklejohn, and Baum 
of Denver describe 18 cases, conclude that ANY 
“broad spectrum’ antibiotic is good. ... They ad- 
vice I.V. therapy only for the sickest patients; 
use a priming dose of 2 grams: and a continued 
total of the same amount (in divided doses) per 
24 hours. The patients usually are afebrile in 
48 hours. 

The ANABOLIC EFFECT of testosterone has 
been used to produce a weight gain in tubercu- 
losis. It does not prevent healing, or surgical 
healing, and can be accompanied by anti-TB 
chemotherapy. . . . The dosage is 50 mg. three 
times a week, and the duration in the series re- 
ported by Griffith and Linn in the Amer. Review 
of TB was 6 weeks to 13 months. 

DIAMOX isn’t the answer to the problem of con- 
gestive heart failure, since it is somewhat toxic, 
but it is a good lead for the future. ... It is a 
heterocyclic sulfonamide which induces acidosis 
by an alkaline urine. The action occurs by way 
of the inhibition of carbonic anhydrase in the 
renal tubules, followed by a lack of hydrogen ion 
from carbonic acid, an increased urinary excre- 
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tion of sodium, a decreased ammonium excretion. 
an increased loss of potassium, and a decrease of 
edema due to diuresis. . . . A variable effect has 
been reported in cardiac decompensation, pulmon- 
ary emphysema, epilepsy, etc. Worth a greater 
trial, they say. 
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WHO CARES MOST 


Fred G. Holmes,M.D. @& 


Foun GOODING HOLMES, (1889-1955) 
departed this earth suddenly and tragically. 
Perhaps the manner in which he went makes 
more poignant the sense of evaluation of loss to 
those who knew him, and brings more sharply 
into focus the qualities from which we received 
our impressions of the man. 

On Saturday, August 6, at five oclock in 
the morning, he embarked with his son Fred 
W., and his two grandsons, Fred and Stephen, 
on the Klamath Bay, near the mouth of the 
Klamath River, in a sixteen foot boat. The boat 
was equipped with an outboard motor. It had 
life preservers for each, and salmon fishing 
equipment. Fred Sr. had been fishing the bay 
for some weeks prior to this fateful morning, 
and had been there a number of times in years 
past. They expected to return about 9 A.M. 
The fog rolled in before sun-up and nine o'clock 
passed with no sign of the party. Dense fog 
continued during the day. Search parties failed 
to locate any sign of the boat or the Holmes 
group. On the next day, the body of Fred Jr. 
was found washed up on the shore, about four 
miles north of the mouth of the Klamath River. 
Continued search up to the present writing, has 
failed to locate the rest of the members of the 
group. The boat was found awash near the 
body, and two life preservers were still attached. 
Whether outboard motor failure or confused 
directions as the result of the fog, swept them 
into the rough water of the river, where the tide 
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meets the river flow, and capsized the boat, is 
speculation. The moments of fearful anguish 
can be imagined, facing certain destruction by 
the elements. To realize that communication 
was at end, when each had so much to say and 
so much service to render, must have been in- 
expressibly difficult. 

Some of the facts of Fred G.’s life have par- 
ticularly universal appeal. He not only worked 
his way through college, but at the same time 
helped support his mother and his brothers and 
sisters. Several times during our long associa- 
tion, Fred mentioned one of the things of which 
he was most proud, and that was that he had 
been number one Saturday Evening Post sales- 
man, for the entire United States, during his 
years at Berkeley, University of California. One 
who has tried selling magazines knows that this 
accomplishment required a combination of tre- 
mendous energy, persistence in the direct ap- 
proach, the ability to waste as little time as pos- 
sible, to make moments count, to assume sin- 
cerity on the part of his casual contacts, and to 
demonstrate sincerity and honesty by his open 
simple appeal to prospects. The self-discipline 
and training thus acquired during his youth 
largely foretells the outstanding accomplish- 
ments of his mature years. He graduated from 
Harvard Medical School in time to serve in the 
First World War, following which he came to 
Phoenix, and started a general practice. 


He called a consultation on a chest patient 
with one of the older doctors here, who demon- 
strated so much superior knowledge of chest 
diseases that the patient requested changing 
physicians: This challenged Fred G. to the 
point of sending him back to the Trudeau 
School of Tuberculosis, in 1920. From that time 
on his knowledge and skill in the treatment of 
chest diseases grew and his reputation extended. 
He was a great enthusiast for pneumothorax, 
which at that time was the most successful 
method of combating far-advanced tubercu- 
losis. Several of the cases of bilateral pneumo- 
thorax, which he brought through extensive di- 
sease demonstrated for the first time how both 
lungs may be more than 75% collapsed, and still 
maintain satisfactory ventilation in the patient. 
On exhaling, under the fluoroscope, the lung 
shadows would entirely disappear behind the 
heart. Some of these early films were exhibited 
at the Century of Progress, Scientific Exhibit, 
in Chicago, in 1933. 
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GOOD PREVENTIVE MEDICINE 


With better lighting and modern automatic appli- 


ances increasing your domestic use of electricity, it’s 
good “preventive medicine” to build up the wiring 


system in your home. 


The symptoms of weak wiring are as follows: lights 
dip in intensity . . . appliances fail to operate at peak 
efficiency . . . and, fuses blow periodically. Such 
behavior indicates defects that should have profes- 


sional care. 


For a thorough examination of the condition of 
your home’s wiring system, call a Sales Representative 
of Arizona Public Service Company. His diagnosis 
will reveal complications if they are present, and, a 
curative course of action will be prescribed. 
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In 1935, he called me into his office one day, 
and said, “Here is a film of a patient. What 
would you recommend?” Whereupon, I told 
him about six months to a year in bed. He said, 
“Well, that’s my X-ray.” During his bed rest, 
which turned out to be about nine months, he 
wrote a popular book for the patient on the 
subject of treatment for tuberculosis bringing 
it up to date on collapse therapy; he then pub- 
lished it at his own expense. While not a sci- 
entific treatise, this book was used quite widely, 
for a period of time in the sanitoriums around 
the country, as a means of assisting in the edu- 
cation of patients. 

Voltaire wrote, “You seek for nothing but use- 
ful truths, and you say you have scarce found 
anything but useless errors:” But Fred G. had 
a different philosophy and in that his simple 
faith gave him confidence in the rightness of 
his own conclusions. This facility may be said 
to be grounded in a deep informal religious 
faith. 

At one time, he was all “steamed up” to run 
for State Senator, and thought he might have 
a good chance to be elected. However, he se- 
lected the U.S. Fair Employment Practices Act, 
which was being successfully discredited at the 
time, as his text for eight radio speeches, and 
soon after starting these talks, he found from 
the reaction of the electorate, that his chance 
of election was being dissipated. From that 
time on he continued making speeches with the 
idea that it was educational, in spite of the fact 
that he did not expect to be elected. He ran 
fifth in a field of six, but during the course of 
the campaign, his conviction that he was quali- 
fied and equipped to accomplish certain things 
in this life made him determined to quit the 
practice of medicine and devote his entire time 
to those ends. 

One of these projects was the completion of 
the new and impressive Y.M.C.A. program for 
the City of Phoenix. This involved the collect- 
ing of a larger fund for charitable purposes than 
had ever been obtained in Phoenix before. Fred 
G. put his talents for salesmanship to work, 
helped to organize the campaign, and with tre- 
mendous energy assisted in most of the diffi- 
cult tasks of persuading the various interests in 
the city to get together and really do a job in 
building this new Y.M.C.A. plant. Starting with 
the Board of Directors, he made it very clear 
that the only way these men could ask the 
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community for money would be that they each 
and every one made sacrifices to give generous- 
ly. He set the example and by persistence, the 
board followed him up to $60,000. Prospective 
givers were thoroughly “cased” and the key 
figures assisted him in going to see these givers 
in the most favorable circumstances. Along 
with a few kindred souls, they put over the first 
drive for funds and faced the disappointment of 
the shrinking dollar, in characteristic manner; 
repeating the drive and almost duplicating it. 
His persistent single purpose confidence was the 
ingredient, which added to that of several other 
individuals, made the community surprise itself. 
A second theme, which occupied his enthusi- 
astic attention, for a period, was brought about 
by his being invited to be an elder of the Pres 
byterian Church. While he had been a consistent 
valued worker in the church particularly in fin 
ancial affairs, he entertained some doubts of 
signing the creed, without knowing fully what 
it contained. The fact that very little revision 
of the fundamental tenets of the church had 
taken place in 300 years challenged him to make 
an all out effort to have some of the basic parts 
of the creed revised. He wrote hundreds of let- 
ters and spent a considerable sum of his own 
money in trying to accomplish something na- 
tionally. He was elected to the fifteen man 
national board of the church with fourteen 
clergymen. He was not content to leave relig- 
ious philosophy to the clergy. The question of 
the “damnation of unbaptized infants” was of 
real importance to him. But he was disappointed 
in the final outcome, as he was out-talked. 
The final great sociological issue with which 
he greatly concerned himself was the question 
of discrimination against minority groups, with- 
in our social system. If one has any doubt 
about the value and importance of individual ef- 
forts or activities, the course Fred followed in 
regard to the minority groups should be a dis- 
tinct and convincing lesson. Although the Su- 
preme Court of the United States may not know 
it, Dr. Holmes’ efforts in Arizona from 1948 on. 
may have profoundly affected the final decisions 
rendered in 1954, on the desegregation of 
schools. 
Fred G. had placed himself in a position 
where he could not be greatly affected financial- 
ly by adverse criticism. In this manner he had 
become a free agent to follow the dictates of his 
conscience without regard for the consequences 
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Dividends 
Get Away! 


DAY OR NIGHT 


TWIN-ENGINE AIR-AMBULANCE SERVICE 





Play it smart and you'll net 
more dividends at First Federal. 

Almost any point in Arizona is within one hour of 
Phoenix by our oxygen-equipped air-ambulance. Twin en- 
gine dependability for up to three patients at your service 
no matter what the hour. 


Motor-ambulance service, too, is always instantly available. 


A. L. MOORE & SONS ra") 


EARN 
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and his own economic welfare. Therefore, he 
was able to take the onus of some of the more 
difficult and disagreeable tasks in pointing out 
to the community the inconsistencies of dis- 
crimination. He accepted the brunt of the pro- 
discrimination attacks. His efforts materially 
stepped-up the time table for desegregation of 
the schools in the State of Arizona in 1953. This 
action by the state helped to create a “national 
trend”, and could be interpreted as a swing of 
national opinion. It is generally accepted that 
the desegregation opinion of the U.S. Supreme 
Court was based as much on sociological data 
and public opinion as it was upon the law and 
precedent which indeed, was, to some extent, 
set aside. Fred G. so firmly believed that the 
very creation of an individual gave that indi- 
vidual the right to equality of opportunity that 
his mind worked incessantly to unravel the ram- 
ifications of the complex problem and simplify 
the steps which had to be taken, in order to 
make progress in the direction of accomplish- 
ment of that equality of opportunity. Chief 
Justice Warren is given responsibility for the 
Supreme Court action, but this rested squarely 
on what the country and the people were ready 
to accept. It is easier to deal with the abstract 
decision than to do some of the things Fred G. 
did. In these things he was a consistent, fear- 
less, sincere, effective thinker — and doer. 
Howell Randolph, M.D. 


MEDICAL SUPPLY REPORT 


Brcaaron ALERT 1955 is over. It was as- 
sumed that atomic and hydrogen bombs had 


wrecked 58 cities throughout the nation. Ap- 
proximately 8,200,000 people were killed, 6,500,- 
000 were injured and vast areas were contamin- 
ated with radioactive fallout. 

The nearest target city to the Phoenix area 
was Los Angeles, California, where three H- 
bombs hit the city on the morning of June 15th, 
left 797,000 dead, 637,000 seriously injured and 
demolished a third of the city’s buildings. 

Our supply problem was to assist the devas- 
tated area with the supplies available in this 
area, earmarked for civil defense use. Another 
and vital consideration was the care of thou- 
sands of evacuees pouring into Arizona, over two 
main highways, and arriving in a large mass at 
one time. This problem of supply made it es- 
sential that we make an immediate survey of 


ARIZONA MEDICINE 


October, 1955 


drug resources and I believe that you will find 
the results of that survey interesting. 

One shortage, of vitally important water puri- 
fication tablets, was immediately obvious. Steps 
were taken at once to remedy this shortage and. 
as of this date, the necessary supply is on hand. 

No attempt was made to ascertain the 
amount of narcotics available for such an emer- 
gency. I feel that some plan should be worked 
out with the Federal Government to insure a 
report on narcotics available for any disaster 
that might confront us in the future. 

Another supply that is not considered at all 
in this report is that carried by retail pharmacies, 
which I believe are adequate. 

Bob Shankland, pharmacist, has done a very 
fine job in regard to supplies at local pharmacies 
and should be highly commended for his un- 
tiring efforts. 

We are very grateful for the complete co- 
operation of our drug jobbers, without whom 
this report to you would be impossible. 

Our thanks to John Walker, Brunswig Drug 
Company, James Brandt, McKesson & Robbins 
Drug Company, and Emmett Davis, Phoenix 
Wholesale Drug Company. 


MEDICAL SUPPLIES AVAILABLE 
FOR CIVIL DEFENSE 


17.912 10cc vials Penicillin G 300m units pr cc 
570 cc vials Penicillin G 300m sgle. dose 
dispensable syringe 

440 5cc vials Penicillin G 300m 
45 20cc vials 2 mil. u per cc Penicillin G 
Lilly 
25 20ce vials 5 mil. u per ce Penicillin G 
Lilly 








VASELINE in total lbs. 
769 This item shows a great improvement over 
supply in 1954. 
Burn Ointment, all types, in 1 lb. containers. 
115 — plus 96 doz. Amertan & Unguentine in 
tubes. 
Cotton — All sizes — Sterile 
Gauze bandage — all sizes 
Gauze pads — all sizes ............. 237 doz. 
Adhesive tape — all sizes 
Eye drops — all types 200 doz., plus 296 bots: 
Corton Acetate OPHT Sols. 
Boric Acid Solution 4 oz. size, 125 doz. 
Antibiotic Pediatric Drops — Sol. & Suspensions, 
also Syr. 8,937 bottles 
Antiobiotic Caps & Tablets — for adult use, oral, 
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A COMPLETE SURGICAL 
APPLIANCE SERVICE FOR 
YOUR PATIENT 


Hospital and Home calls made at your direction 
Rentals of Wheel Chairs, Walkers, Crutches, 
etc. — Supports Fitted Exactly As Prescribed 

Graduate Men & Women Fitters 
Clean Private Fitting Rooms 


Grove’s Surgical Supports | @n tiame a Y 
Store 


Bath aed Phoenix Office: 4800 N. CENTRAL 


3123 N. Central Ave. AMherst 6-561 


Scottsdale Office: 7101 E. CAMELBACK 


3% blocks north of Thomas Rd. WHitney 5-63..8 
Phone CR 4-5562 


PHOENIX, ARIZONA 
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in bottles of 100’s and includes Penicillin tabs, 
— 13,740, Terramycin, Aureomycin, Achromycin, 
Chloromycetin, Ilotycin & etc. 

Sulfa drugs, all types in tablet form — in 100’s — 
7,611 bottles. This includes Bicillin, Pen Sulfa, 
etc. 

Antiseptic’s Tr Merthiolate 
Diamond Antiseptic Tabs 
Listerine — all sizes 
Zonite — all sizes 40 doz. 
Bactine 30 gals. 
Hypodermic Syringes — all sizes — 2% gross. 
Hypo needles — all sizes — 5 gross. This item 








175 doz. 








MEETING NOTICE 


Tu 1955 meetings of the WESTERN INSTI- 
TUTE ON EPILEPSY and the WESTERN SO- 
CIETY OF ELECTRO - ENCEPHALOGRA- 
PHY, cosponsored by the AMERICAN ACAD- 
EMY OF GENERAL PRACTICE (Ariz. Chap- 
ter) and the UNIVERSITY OF UTAH SCHOOL 
OF MEDICINE will be held in the Thunder- 
bird Room of the Westward Ho Hotel in Phoe- 
nix on Thursday, Friday, and Saturday, Novem- 
ber 10-12, 1955. 

The program will include a seminar on the 
diagnosis and treatment of epilepsy and related 
convulsive disorders, clinical and research as- 
pects of electro-encephalography, and presenta- 
tions on the social, educational, and employment 
asvects of epilepsy. 
: The guest of hon- 

or will be Dr. 

Wilder Penfield, 

Director of the 

Montreal Neurolo- 
| gical Institute. Dr. 

Penfield’s work in 

the field of epilep- 

sy and cerebral lo- 
calization is clas- 
sical in the field of 

Medicine. 

' : The committee, 

Dr. Wilder Penfield which is in charge 
of arrangements, includes: John R. Green, M.D., 
Phoenix, General Chairman, and President of 
both specialty groups; S. N. Berens, M.D., Seat- 
tle, Sec’y-Treas., Western EEG Society; Madison 
H. Thomas, M.D., Salt Lake City, Sec’y-Treas., 
Western Institute on Epilepsy; Matthew Cohen, 
M.D., and Robert A. Price, M.D., Phoenix, the 
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is in short supply due to a strike at the Becton- 
Dickerson plant in New Jersey. This condition 
could be disasterous if an emergency should 
arise. 


NOTE: This has now been corrected. First 
shipments from B.D. Co. came in this week 





This Report Dated — June 15th at 4 P.M. and 
submitted by: 


Fred C. MacAlpine 
Chief of Medical Supply 
State of Arizona, Civil Defens« 


Educational Committee of the American Acad- 
emy of General Practice, Arizona Chapter. 

All members of the Arizona Medical Asso- 
ciation are cordially invited to register and at- 
tend the scientific and social sessions. Registra- 
will begin at 3 P.M., November 9, 1955 and again 
at 8 A.M., November 10, 1955 in the Thunder- 
bird Room of the Westward Ho Hotel, Phoenix. 
The first scientific session will begin at 9 A.M.., 
November 10, 1955. The program has been 
approved by the Regional Commission on Edu- 
cation, American Academy of General Practice, 
for 6 hours of formal credit for members of the 
Academy. 





HOTEL WESTWARD HO 


Welcome 
Southwest 

Medical 
Association 
to the West- 
ward Ho. To 
you our best 
wishes for a 
successful con- 
vention and a 
standing invita- 
tion to make 
the Westward 
Ho your con- 
vention hotel. 
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SOUTHWESTERN MEDICAL 
ASSOCIATION *. - 


sy ee 


T2900 Annual Meeting df Southwestern 
Medical Association in association with The Sec- 
ond Annual Conference on Recent Advances in 
Medicine of the Maricopa County Medical So- 
ciety, Phoenix, Arizona, November 16, 17 and 
18, 1955, Hotel Westward Ho. 


EMINENT GUEST SPEAKERS 


H. L. BOCKUS, M.D. 
Professor of Medicine, University of Penn- 
sylvania Graduate School. 

WILLIAM E. EHRICH, M.D. 
Professor of Pathology, University of Penn- 
sylvania Graduate School 

L. KREER FERGUSON, M.D. 
Professor of Surgery, University of Pennsyl- 
vania Graduate School 

HANS. H. HECHT, M.D. 
Associate Professor of Medicine, University 
of Utah 

JOHN W. KIRKLIN, M.D. 
Assistant Professor of Surgery, Mayo Founda- 
tion, University of Minnesota 

I. V. PONSETI, M.D. 
Associate Professor of Orthopedic Surgery, 
University of Iowa 

KENNETH L. ROPER, M.D. 
Associate Professor of Ophthalmology, North- 
western University 

EDWARD H. RYNEARSON, M.D. 
Chairman of Sections, Mayo Clinic 

REGINALD H. SMART, M.D. 
Clinical Professor of Medicine and Coordinator 
of Chest Diseases, University of Southern Cal. 

JOHN WEBB, M.D. 
Professor of Pharmacology, 
Southern California 

J. WALTER WILSON, M.D. 
Associate Professor of Dermatology, Univer- 
sity of Southern California 


University of 


PRELIMINARY PROGRAM 


Symposium — Regional Enteritis and Enterocolitis 
— Doctors H. L. Bockus, L. Kreer Ferguson, and 
William E. Ehrich. 

Symposium — Orientation of Massive Bleeding 
From the Upper Alimentary Tract — Doctors H. 
L. Bockus, L. Kreer Ferguson and William E. 
Ehrich. 

Symposium — Experience with Subtotal Gastrect- 
omy in the Management of Peptic Ulcer — Post- 
Gastrectomy Sequelae — Doctors H. L. Bockus, 
L. Kreer Ferguson and William E. Ehrich. 

Prevention of Malignant Neoplasm of the Gastro- 
intestinal Tract — Doctor H. L. Bockus. 
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Prophylaxis and Treatment of Complications Fol- 
lowing Biliary Tract Surgery — Doctor L. Kreer 


Ferguson. 
The Adrenals — Doctor William E. Ehrich. 


‘Clinical Disturbances of the Pituitary Gland — 


Doctor Edward H. Rynearson. 

Which Goiters Are Best Treated with Surgery and 
Which by Radioactive Iodine — Doctor Edward 
H. Rynearson. 

Real Versus Supposed Disturbances of the Endo- 

Crine Glands — Doctor Edward H. Rynearson. 

Symposium — Surgical Evaluation of Acquired 
Heart Disease — Doctors John W. Kirklin and 
Hans H. Hecht. 

The Treatment of Atrial and Septal Defects — 
Doctor John W...Kirklin. 

Surgery for Occlusion and Aneurysms of the Aorta 
— Doctor John W. Kirklin. 

Essential Pulmonary Hypertension — Doctor Hans 
H. Hecht. 

How to Evaluate Polycythemia — Doctor Hans H. 
Hecht. 

Hip Disorders in Children — Doctor I. V. Ponseti. 

Complications of Fracture Treatment — Doctor I. 
V. Ponseti. 

Skeletal Lesions Produced by Aminonitriles — 
Doctor I. V. Ponseti. 

Fungous Diseases — Doctor I. Walter Wilson 

Delusion of Parasitosis — Doctor J. Walter Wilson. 

The Effect of Drugs on Pulmonary Circulation and 
on the Control of Respiration — Doctor John 
Webb. 

The Newer Drugs for Anesthesia — Doctor John 
Webb. 

The Action of Drugs in Clinical Use for Heart 
Disease, Other Than Digitalis — Doctor John 
Webb. 

Clinical Observations of the Value of Pulmonary 
Function Studies — Doctor Reginald H. Smart. 

The Pneumoconioses and Pulmonary Function: 
Industrial Insurance Considerations — Doctor 
Reginald H. Smart. 

Cataract Surgery — Doctor Kenneth L. Roper. 

Ophthalmic Office Practice Procedure — Doctor 
Kenneth L. Roper. 

Entertainment: Informal Party, Dinner Dance; 
special activities will be arranged for the ladies 
in attendance. 


Hotel Reservations: Make hotel reservations at 
once through Chairman of Reservations, Maricopa 
County Medical Society, 2025 North Central Ave., 
Phoenix, Arizona. 


We urge you to attend this outstanding meet- 
ing of the Southwestern Medical Association and 
the Annual Seminar of the Maricopa County 
Medical Society. 

Joseph Bank, M.D., President, Southwestern 
Medical Association. 

Carlos C. Craig, M.D., President, Maricopa 
County Medical Society. 
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Convention 


Headquarters 


ARIZONA 
MEDICAL 
ASSOCIATION 


JOEN H. QUARTY 
President 


Sincere service, fine food, generations of 
“know how”, and the most complete 
recreational facilities in the state, have 
made The San Marcos winter vacation 
headquarters for America’s Finest Fami- 
lies for 43 years. 


The same features, plus the unexcelled 
accommodations for groups (including the 
specially designed new Garden Room) 
have made this famous resort the favor- 
ite of National and State convention or- 
ganizations. 


HOTEL AND BUNGALOWS 
CHANDLER, ARIZONA 
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SUMMARY OF AUXILIARY 
ACTIVITIES 
1930 — 1955 


Mrs. Jesse D. Hamer 
Phoenix, Arizona 


Tue Woman’s Auxiliary to the American Med- 
ical Association, during its 32nd annual meet- 
ing held at Atlantic City, New Jersey, June 6-10, 
1955, conferred upon Mrs. Jesse D. Hamer of 
Phoenix, Arizona, Honorary Membership in 
that organization, which entitles her to all the 
rights and privileges of active membership. 
Mrs. Hamer was president of the Woman’s 
Auxiliary to the American Medical Association 
in 1946-1947; president-elect for two years, 1944- 
1946; and a director for four years, 1943-1944 
and 1947-1950. She was chairman of the legis- 
lation committee, 1941-1942, and of the nom- 
inating committee, 1948-1949; western regional 
chairman of the war service committee, 1943- 
1944; a member of the reference committee for 
three years, 1948-1949 and 1952-1954, and of 
the finance committee, 1947-1950; and has been 
historian since 1947, a position she still holds. 
In 1947, while president, Mrs. Hamer pre- 
pared a history of the first 25 years of the Wo- 
man’s Auxiliary, which was published in the 
book called “A History of the American Medical 
Association”, which is the official history of 
the American Medical Association and was 


compiled that year in connection with the or- 
ganization’s hundredth anniversary celebration. 
During the 1952-1953 auxiliary year, a 30 year 
history of the Woman’s Auxiliary to the Ameri- 
can Medical Association, prepared by Mrs. Ha- 
mer, was published in booklet form. 

Mrs. Hamer is a charter member of the Wo- 
man’s Auxiliary to the Arizona Medical Asso- 
ciation, organized in 1930, and was its president 
in 1940-1941. She was president of the Woman's 
Auxiliary to the Maricopa County Medical So- 
ciety in 1934-1935. For 25 years she has given 
continuous active service to the county and 
state auxiliaries. 





A demand of the profession . . . 
exacting perfection 
in the clothes he wears 


When a man’s professional appearance is at stake, he can- 
not take the risk of lesser quality and fashion in his clothes, 
than a Porters suit provides. Proper and dignified appear- 
ance means the most to the professional man, so he chooses 
the finest. . . 


LOUIS ROTH OF CALIFORNIA 
imported fabrics in the casual manner 


Sport Coats from 75.00 . . . Suits from 115.00 — other 
Porters suits 65.00 up 
Finest of fitting and personal attention. Proudly shown 
in our Men’‘s Shop 


ADAMS AT FIRST STREET 








DRIVE-IN PRESCRIPTION WINDOW 


PEOPLE’S DRUG STORE 


111 E. Dunlap 
WE 3-9152 — WI 3-9964 
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AUTOMATIC SAFE DEPENDABLE 





Dri-Heat STERILIZATION Dri-Heat 





Destroys Spore-bearing Bacteria while 
Protecting Instruments from Rust and 
Corrosion. 


MELAG “STERIL-MATIC” Dry Heat STERILIZERS 


offer you the following outstanding advantages: 


Iniformity of temperature assured by thermostat and correctly 
stributed tubular heating elements — “No Cold Pockets.” 
eliable in service. The tubular heating elements do not become 
vcandescent — they are practically “burn-out proof.” 

emperature adjustable from 212° to 392°F. 

100 - 200°C.) 

Short Heating-up Time. Approximately 17 min. to reach 356°F. 
Easy and convenient operation. Thermostat and time switch make 

the sterilizing procedure fully AUTOMATIC if desired. 

Economical because of LOW PURCHASE PRICE and LOW POWER 
ONSUMPTION. Because less heat energy has to be dissipated, 
our office remains cooler!! 

Sterilized instruments can remain in the dry heat sterilizer until 

needed, wrapped in aluminum foil. 

NO RUSTING AND DETERIORATION OF INSTRUMENTS. USES NO 
WATER. 








e@ SURGICAL INSTRUMENTS 

e@ NEEDLES e GLOVES 
e@ SYRINGES e GAUZE 
e SCALPELS 

e@ GLASSWARE 


TYPE 180 


Price Ranges from $125.00 to $275.00 — Guaranteed For 5 Years 





Finest Quality — Boro-Silicate 
Glass — U. S. Gov't. Specifications. 


Priced Right — Fully Guaranteed. 


Money Returned If Not Satisfied 
For Any Reason. 


Graduations Molded Into Glass — 
Luer-Luer Lok, Center & Eccentric- 
Tips, Tuberculin-Insulin Types 


WAITT -RANDOLPH 


1714 EAST INDIAN SCHOOL RD. — Phoenix, Arizona — CRestwood 4-4578 
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Times have Changed 
AND 


BUILDINGS 


MEDICAL 
BUILDING 
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“Your Pioneer Surgical Supply Dealer.” 


We welcome you to our new home where you 
will find service and efficiency predominate. 


We deeply appreciate your past patronage and 
have spared no effort in making our new building, 
and of course our stocks as extensive as possible. 


Our location is for your greater convenience, op- 
posite Medical Square. Your Pioneer Surgical Supply 
Dealer is always ready to serve you. 


> 


BLAIR SURGICAL SUPPLY, Inc. 


2501 East Lee Phone 5-8282 


TUCSON, ARIZONA 
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Add Elegance and 
Appetite-A ppeal 


to the Sick-Tray 


prey anticipated pleasure when the patient sees an appetizing, 

colorful glass of wine on the table or tray—wine adds that touch 
of “elegance” which gives a psychological lift at a time when it is 
most needed. 


And there are also well-authenticated physiological reasons to 
account for the valuable role of wine as a nutrient beverage for the 
convalescent and the aging patient: 


Recent controlled research shows that just 2 or 3 oz. of a dry wine 
can markedly increase olfactory acuity, increase the desire for food 
(as in anorexia) and actually aid digestion. 


The effect of wine on free and total gastric acidity has been found 
to differ markedly from that of plain alcohol. Because of the buffer- 
ing action of its phosphates, organic acids and tannins, the action 
of wine is gentler and more prolonged. 


Wine is also notable for other desirable vasodilating, diuretic, and 
relaxant properties, and helps to allay restlessness and irritability 
in the sick and elderly. 


A little Port or Sherry at bedtime affords a valuable aid to normal 
sleep and may obviate the need for sedative medication. 


Recent results of laboratory and clinical research on the medical 
attributes of wine have been condensed into a small brochure entitled 
“Uses of Wine in Medical Practice.” A copy is available to you—at 
no expense—by writing to: Wine Advisory Board, 717 Market 
Street, San Francisco 3, California. 
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The Southwest’s Foremost 
MEDICAL-DENTAL CENTER 





PROFESSIONAL 
BUILDING 











A modern, streamlined structure . . . in the heart 
of the downtown shopping district . . . attracts 
patients from every point of the compass . . . im- 
mediately accessible to banks, stores, legal firms, 
theaters and restaurants . . . adjacent to all 
transportation facilities . . . one of the best 
known landmarks in the Valley of the Sun! 





MONROE AT CENTRAL 


Free one-hour validated park- 
ing at VNB Car-Park, First St. 
and E. Van Buren, for patients 





2.5 mg.—5 meg. 


Indications: 
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Professional X-Ray and Clinical Laboratory 


507 Professional Bldg. 
Phoenix, Arizona 
Phone ALpine 3-4105 
AND 


Wedical Center X-Ray and Clinical Laboratory 


1818 North 2nd Street 
Phoenix, Arizona 
Phone ALpine 8-3484 
DIAGNOSTIC X-RAY X-RAY THERAPY 
RADIUM THERAPY 
CLINICAL PATHOLOGY TISSUE PATHOLOGY 


ELECTROCARDIOGRAPHY BASAL METABOLISM 


R aloe Foster, mM. D,, ), dohn W. Kennedy, MD, Radiologist 
W Umer Wathins, MD. Radiologist 


Diplomates of American Board of Radiology 
Lorel A. Stapley, M.D., Consultant Pathologist 








tad 


== 














Professional X-ray and Clinical 
G. O. HARTMAN, M.D. Laboratory 
Successor To 
PATHOLOGICAL LABORATORY 
507 Professional Bldg. 
Phoenix, Arizona 


Phone ALpine 3-4105 
es a DRS. FOSTER, WATKINS and KENNEDY 


PATHOLOGICAL LABORATORY 


1608 N. Norton Avenue Phone: 6-3125 








ARIZONA SOCIETY OF MEDICAL CENTER X-RAY AND 
MEDICAL TECHNOLOGISTS CLINICAL LABORATORY 


Placement service for all physicians and hospitals 1318 N. Second St. 
requiring registered (ASCP) medical technologists. 
Phoenix, Arizona 


Mrs. Marian Hannah, M.T. (ASCP) 
Placement Director Phone ALpine 8-3484 


507 Professional Building DRS. FOSTER, WATKINS and KENNEDY 
Phoenix, Arizona 
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 DRUGGISTS’ Orzectory. 





MEDICAL SQUARE PHARMACY 


PRESCRIPTION SERVICE 


P. M. Corke Phone 5-3371 
1616 No. Tucson Blvd. — Tucson, Arizona 








FELSHER PRESCRIPTION 
PHARMACY 
Sick Room Supplies — Vitamins 
650 N. First Avenue — Phone ALpine 3-2070 
Phoenix, Arizona 








PULLINS 
Prescriptions 
400 E. Glendale 
Phone YE 7-9848 
Glendale, Arizona 








Open 8 A.M. to 11 P.M. Daily & Sunday 


Broadway Village Drug Store 
PHONE 5-2631 
Broadway at Country Club Road 
(Free Delivery) 


TUCSON ARIZONA 








JOHNSON’S DRUG STORE 
PRESCRIPTIONS 
“Service you will like” 
Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 


ALpine 3-2148 


Py 
DRUG CO. 7 2 


Central Ave. at McDowell 








EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
Phones: WO 4-4587 — WO 4-4588 
Mesa, Arizona 








STONE AND 3RD PHARMACY 
749 N. Stone — Phone 3-6041 


ENCANTO PARK DRUG CO. 
3352 E. eer ~ Pease 5-3102 








MODERN RX PHARMACY 
TELEPHONE 20 


NOGALES ARIZONA 











Your Prescription Store 


DIERDORF PHARMACY 
Phone BR 5-5212 

2315 N. 24th St. 

Milburn F. Dierdorf 


Phoenix, Arizona 








SUNNYSLOPE DRUG STORE 
8950 N. 7th Street — Phone WI 3-4312 


RALPH’S DRUG STORE 


$03 W. Hatcher Road — Phone WI 3-4501 
Sunnyslope, 





GUILBERT’S PHARMACY 


Gila Bend — Arizona 


Oliver Wendell Guilbert, PH C 
Amy Norris Guilbert BS 
Lionel Ward Guilbert, BS 














CROWN DRUG INC. 
RELIABLE PRESCRIPTIONS 


3 Locations 
1. 1838 Grand Ave. (at Six Points)—AL 3-6628 
2. 6025 N. 7th Street—CR 4-7722 
3. 1802 E. Indian School Road—AM 5-3456 


Phoenix, Arizona 
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DRUGGISTS’ Drvectoryy 


Where Your Doctor Speaks and Your Druggist Serves LAIRD & DINES 
SIMON’S DRUGS 








The REXALL Store 
Prescriptions @ Hospital Supplies e Sick Room 
Supplies e Pharmaceuticals e Baby Needs 
Trusses @ Crutches @ Abdominal Supports Reliable Prescription Service 


2829 W. Van Buren—Phones AP 8-1611 - AP 8-2662 
Phoenix, Arizona 
Ample Parking Space — City-wide Free Delivery Tempe, Arizona 


WoOodland 7-2922 Mill Ave. & 5th 











Phone AL 2-6656 


PHOENIX MEDICAL PHARMACY 


PRESCRIPTIONS FILLED AT ALL TIMES 
WHEN CLOSED PLEASE CALL AM 5-5753 


a 
WAYLAND’S Andy De Har, Pharmacist 


1422 East McDowell — Phoenix, Arizona 


e Free Delivery 
* eAmple Parking Facilities 














PRESCRIPTION PHARMACY 


13 E. Monroe Street 


WINDSOR SQUARE PHARMACY 


Sick Room Supplies — Drug — Sundries 
Phone Alpine 4-4171 Fountain Service — Free Delivery 


PHOENIX, ARIZONA 5013 N. 7th St. — AMherst 5-0185 — Phoenix 








* 


FREE DELIVERY 


Phone MAC 


Alpin 4-2606 
or 
Alpin 2-1573 


in Arizona Since 1920 


MAZA DRUGS oN ‘ 











Expert Prescriptions — Medical Supplies ch 5 
Cosmetics — Films — Fountain Service : , 


Ken Crum, Owner 


4975 N. Central Avenue — Phone AM 5-1675 
Phoenix, Arizona 


If No Answer Call AM 5-9875 
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OLSON PROFESSIONAL DRUGS 
PRESCRIPTIONS 


Free Immediate Delivery 
Phone APlgat 8-2162 
3125 W. Van Buren APlgat 8-2162 
5524 N. 7th Ave. CRstwd 4-9052 





’ 

SRUTWA PHARMACY 
Phone CRestwood 4-0640 

“In Emergency Call Day or Night” 


Cas. H. Srutwa —P.C. Srutwa 
4234 E. Indian School Road 
PHOENIX, ARIZONA 








5030 N. Central 
Phoenix, Arizona 


PHONE AM 5-7841 


Fe 


WE DELIVER 





THE MEDICINE CHEST 





Se Seettadale call 


Lute’s Scottsdale Pharmacy 
For 
PRESCRIPTIONS 
WH 5-8281 — WH 5-5521 
Next to the lst National Bank 











STONE’S COMMUNITY DRUG 
J. F. Stone, Registered Pharmacist 
For Night Emergency Call CR 4-0529 
6200 N. 7th St. — AM 6-8343 
PHOENIX, ARIZONA 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 
ARIZONA MEDICINE 


321 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 





DOCTORS’ Dezectory- 





DOCTORS CENTRAL DIRECTORY 


Minnie C. Benson, R.N., Manager 
For Emergencies or in Absence of Your Doctor 
CALL 5-1551 
At Your Service 24 Hours Daily 


E. Hedrick Dr. Tucson, Arizona 


“Established 1932” 


DOCTORS DIRECTORY ESTABLISHED 
1920 


Alpine 3-4189 


Emergency calls given special attention. We will 
locate your doctor before or after office hours. 
BERTHA CASE, R.N., Director 


ADA JOY CASE 
1541 East Roosevelt 
Phoenix, Arizona 








NURSES’ DIRECTORY 








DISTRICT NO. 1 
ARIZONA STATE NURSES ASS’N 
MRS. MARJORIE E. KASUN, RN. 
Registrar 
Nurses’ Professional Registry 
703 Professional Bldg. — Phoenix — ALpine 4-4151 


ORTHOPEDIC DIRECTORY 














We Make All Types Of Orthopedic Adjustments 
DOCTOR’S PRESCRIPTIONS FILLED 


Trince Orthopedic Shoe Shop 
1015 East Sixth Street 
Near Park Avenue 


Dial 3-0382 Tucson, Arizona 
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 SANATORIUM VceEectocy 


COUNTRY MANOR NURSING ALCOHOLISM 
HOME A hospital equipped and staffed for the accommo- 


dation of those patients in whom over indulgence in 
(Minta Melander, operator) alcoholic beverages has created a problem. 








OPEN STAFF to members of the Arizona Medical 


Association. 





POLLEN FREE REFRIGERATED AIR 
CONDITIONING FOR YEAR ROUND COMFORT 


Bed - Convalescent - Recuperating Patients The Franklin 
Telephone — WH 5-5505 Hospital 


2815 N. 48th St. — Phoenix, Arizona 
Hospital License No. 71 
Registered A.M.A. 
Member A.H.A. 








367 No. 21st Avenue 
GLENDALE pessrenemre —_— PHOENIX, ARIZONA 
Arizo est, i . 
nds rasta a Phone - Day or Night - AL 3-4751 


e Custodial 
e@ 24 Hour Nursing Care 


e Special Diets. Quiet. 
Lat. 16% and Glendale Avenue UNGER REST HOME 
Aged — Convalescent — Senile 


Phones: AMherst 6-7001 — YEllowstone 7-7064 Post-Operative 
Glendale, Arizona , ee a 
(Ray and Ruth Eckel) All Types Non-Contagious Cases 
Trained Medical Staff 24 Hours — A-1 Rating 
1106 E. Whitton Phone AM 5-4424 
Phoenix, Arizona 























HIGHLAND MANOR 
©@ Convalescent. THE BYAM REST HOME 


e Personalized Diets. e Home-like Atmosphere. 

e 24 Hour Nursing Care. e Ambulatory — Aged — Bed Patients. 
© Located in a Quiet Zone. @ Excellent Food. 

e@ Quiet Surroundings. 

1411 E. Highland Ave. Phoenix, Arizona e 24 Hour Service. 


Telephone AM 5-2552 827 East Adelaide Dr. — Telephone 4-7632 
Tucson, Arizona 














BUTLERS REST HOME HILLCREST SANATORIUM 


e Bed Patients and Chronics. 
e Excellent Food. 


Aged and Convalescents only. 
. Cheerful Private Rooms. 

@ Television. Reasonable Rates. 

e State Licensed 24 Hour Nursing Service. 

Non-Contagious — Non-Alcoholics — Non-Addicts 


e 24 Hour Nursing Care 


802 N. 7th St. Phoenix, Arizona Phone 4-1562 
Telephone AL 3-2592 No. 3rd Ave. & Adams Tucson, Arizona 
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Hilton Rest Home 


Where “Patients Are People” 


Aging folks and convalescents are often a serious prob- a chance, they come to prefer association with others of 
lem — to themselves and to their families. their same age and circumstances. 

Patients enjoy the out-of-doors in our warm sunny cli- 
mate. They quickly acquire a relaxed sense of well-being 
understanding — a mild climate and special diets. Given and friendly companionship at HILTON’S. 


Hilton’s Rest Home Offers Kind and Understanding Care 
A New 22 Bed Unit — Cooled by Refrigeration Has Recently Been Added To Our Facilities. 


They need constant, experienced care, — friendliness and 


@ State and City Licensed e@ No Tubercular or Other Contagious Cases 
e Staffed by Licensed Nurses Accepted 
e Private and Semi-Private Rooms with e@ Reasonable Rates 
Toilets and Bath @ Quiet Location 
1031 North 34th Street (P. O. Box 1973) Phoenix, Arizona 
Telephone BRidge 5-0121 











St. Joseph’s Hospital, Phoenix, founded in 1895 by the Sisters Of Mercy; there are 325 beds. Educational facilities 
include Schools of Nursing, X-ray Technology and Medical Technology as well as approved programs for Residents 
and Interns. 
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DOCTORS OFFICE FOR RENT 


ARIZONA. MEDICINE 


LINEN SUPPLY DIRECTORY 








OFFICE SPACE AVAILABLE 
Camelback Medical Center 

31 W. Camelback Rd. _ Phoenix, Arizona 

For Information Call 


CR 4-2481 








Phoenix Linen & Towel Supply 
Home Owned & Operated 
“Serving the Medical Profession for 35 Years” 
Phone Alpine 8-8638 
702 S. 3rd St. — Phoenix, Arizona 











MEDICAL SUPPLY DIRECTORY 


EQUIPMENT FOR SALE 








Arizona Medical Supply Co., Inc. 
Phone 3-7581 
1027 E. Broadway — Tucson, Arizona 


Verna E. Yocum, Pres. 
M. O. Kerfoot, Sec. 





George F. Dyer, V. Pres. 


FOR SALE 


14” Castle Sterilizer Excellent Condition 
Automatic Cut-Off - Traded in for “Melag” 
Hot Air Autoclave 


SEE OUR AD IN THIS ISSUE 
CR 4-4578 











REALTY AND INSURANCE 














24 Hour 
Emergency Oxygen 


Service 


@ HOSPITAL BEDS 

@ WHEEL CHAIRS 

@ INVALID WALKERS 

@ WHIRLPOOL BATHS 

@ CRUTCHES 

@ TRACTION EQUIP. Medical 


Oxygen 
Gasses 


“EVERY NEED FOR THE SICKROOM” 


DYE MEDICAL AND OXYGEN 
SUPPLY CO. 


3332 W. McDowell Road., Phoenix, Arizona 
Phone AP 8-8541 





IDANAY NICHOLS 


Realty and Insurance 


QUALITY HOME SPECIALIST 


1100 E. Missouri AMherst 5-4625 
CRestwood 4-5341 


PHOENIX, ARIZONA 








For Investment and 
Ranch Properties 


See Cave Creek’s Oldest 
Established Realtors 


Cave Creek Realty 


Box 2 - . Phone 7 











Lane Title & Trust 
Company 


Phoenix, Arizona 
113 West Monroe Street 
Phone ALpine 8-4821 
NORTH CENTRAL OFFICE 
4739 North Central Avenue 
Phone AMherst 5-4741 
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Open Medical Staff 


5055 North Thirty-Fourth Street 
At Camelback Road 


AM 6-7238 Phoenix, Arizona 


REPORT TO THE PROFESSION 


Since opening Camelback Sanatorium on March 1, 1954, 
the following progress has been made: 

1) An insulin unit has been established with facilities 
for the treatment of 12 women and 6 men with deep 
insulin therapy, under constant supervision of specially 
trained nurses. 

2) An occupational and physical therapy unit has been 
created under the direction of a qualified therapist. A 
swimming pool has been installed. 

3) Most of the buildings have been sound-proofed, and 
one section has been equipped with a refrigeration unit. 
4) Weekly breakfast meetings are being held Tuesdays 
from 8:00 to 9:00 a.m., with discussions on psychiatric 
and related subjects by the local psychiatrists and other 
physicians. All physicians are cordially invited to attend. 


Phoenix Institute of 
Neurology & Paychiatry 
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PHYSICIANS’ Devectory. 


PSYCHIATRY and NEUROLOGY 


ARIZONA MEDICINE 





OTTO L. BENDHEIM, M.D. 


1515 North Ninth Street 
PHOENIX, ARIZONA 


Diplomate of the American Board of 
Psychiatry and Neurology 


Phone AL 8-2607 











ROBERT L. BEAL, M.D. 
Practice Limited to Psychiatry and Neurology 


Park Central Medical Building 
550 W. Thomas Road — 234 Patio D 
Phone CR 4-6711 
Phoenix, Arizona 








RICHARD E. H. DUISBERG, M.D. 
Diplomate American Board of Neurology and 
Psychiatry 


T. RICHARD GREGORY, M.D. 
Neurology and Psychiatry 


AL 3-6701 — AL 2-4542 
1313 No. 2nd St. — Phoenix, Arizona 


KENNETH G. REW, M.D. 
550 W. Thomas Road — 102 Patio A 
Phoenix, Arizona 


Diplomate of the American Board of 
Psychiatry and Neurology 


Phone CR 4-9596 





Plastic and Reconstructive Surgery 





EDWARD BLANK, M.D. 
733 West McDowell Road 
Phoenix, Arizona 
Member, American Psychiatric Association 
Member, New England iety for Psychiatry 


Practice Limited to PSYCHIATRY, NEUROLOGY 
& PSYCHOPHYSIOLOGIC MBDICINE 


Telephone AL 2-7388 — If No answer AL 3-4189 











HOWARD C. LAWRENCE, M.D. 
F.A.C.S. 


Diplomate of the 
American Board of Plastic Surgery 
709 Professional Building 
15 E. Monroe Street Phone ALpine 8-4101 
Phoenix, Arizona 





EYE, EAR, NOSE and THROAT 





ROBERT F. LORENZEN, M.D. 
B.Sc., M.Sc. (Med.) 
Practice limited to Ophthalmology 


Park Central Medical Building 
550 W. Thomas Road (139 Patio D) 


Phone AM 5-2701 Phoenix, Arizona 


BERNARD L. MELTON, M.D. 
F Anes 705. EYE, — rie io — 
ertifi y American Boa thalmology 
Certified by American Board of Oto logy 
Certified by International “URD of AD. 
GORDON J. McCURDY, M.D. 
Certified by American Board of Otolaryngology 
Fellow of American College of pes et 
Eye, Ear, Nose, Throat, Fenestration a. 
605 Professional Bldg. Phone ALpine 3- 
PHOENIX, ARIZONA 





ANESTHESIOLOGY 








DOUGLAS W. FRERICHS, M.D. 
Diplomate American Board of Otolaryngology 
EAR, NOSE, AND THROAT 
RHINOPLASTIC SURGERY BRONCHOSCOPY 
11380 E. McDowell Rd. — Phone ALpine 4-5068 

f Phoenix, Arizona 











LOUISE BEWERSDORF, M.D. 
HERMAN BEWERSDORF, M.D. 


ANESTHESIOLOGY 


Park Central Medical Bldg. 
Phone CR 4-5674 
550 W. Thomas Road — 24 R 
Phoenix, Arizona 
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UROLOGY 








ROBERT H. CUMMINGS, M.D. W. G. SHULTZ, M.D., F. A.C. S. 


Diplomate of the American Diplomate of The American 
Board of Urology Board of Urology 


Park Central Medical Bldg. E. R. UPDEGRAFF, M.D. 
Phone CR 4-4912 


550 W. Thomas Road — 207 Patio A 1010 N. Country Club Road 
Phoenix, Arizona Telephone 5-2609 Tucson, Arizona 








PAUL L. SINGER, M.D., F. A. C. S, DONALD B. LEWIS, M.D. 


Certified American Board of UROLOGY 
UROLOGY Certified by the American Board of Urology 


1313 N. Second Street Phone ALpine 3-1739 123 So. Stone Ave. Phone 2-7081 
PHOENIX, ARIZONA Tucson, Arizona 





ALLERGY 








H. M. PURCELL, M.D. E. A. GATTERDAM, M.D. 


Diplomate of the American Board of Urology 
Park Central Medical Building ALLERGY 
550 W. Thomas Road 15 E. Monroe St., Professional Bldg. 
Phone CR 4-5202 Office Hours: 11 A.M. to 5 P.M. 
Phoenix, Arizona Phoenix, Avizona 

















PROCTOLOGY 








WALLACE M. MEYER, M.D. DAVIS I. ARNOW, M.D. 
PROCTOLOGY 
Park Central Medical Bldg. 


Phone CR 4-5632 , 
550 W. Thomas Road — 216 Patio B 1130 E. McDowell Road Phone AL 2-5323 


Phoenix, Arizona Phoenix, Arizona 


Practice Limited to Allergy 

















JAMES T. JENKINS, M.D. THIS SPACE FOR SALE 
Fellow American Proctologic Society FOR INFORMATION AND RATES 


Fellow American College of Surgeons write to 


Fellow International College of Surgeons ARIZONA MEDICINE 


Practice Limited to Diseases of the Anus, Rectum 
and Colon 321 Heard Bidg. 

903 Professional Building Phone ALpine 2-4884 

Phoenix, Arizona — Phone AL 2-2822 PHOENIX, ARIZONA 
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INTERNAL MEDICINE 





ROBERT S. FLINN, M.D. 


INTERNAL MEDICINE 
CARDIOLOGY and ELECTROCARDIOGRAPHY 


Park Central Medical Bldg. 


Phone CR 4-14438 


550 W. Thomas Road — 217 Patio B 
Phoenix, Arizona 


JESSE D. HAMER, M.D. 
F.A.C. P. 
INTERNAL MEDICINE 
CARDIOLOGY 


Suit 910 
15 E. Monroe St. 








FRANK J. MILLOY, M.D. 
F.A.C. P. 


Diplomate of the American Board of 
Internal Medicine 


INTERNAL MEDICINE 
611 Professional Bui 


Phone ALpine 4-2171 
Phoenix, Arizona 


JOSEPH BANK, M.D. 


Diplomate of 
American Board of Internal Medicine 
American Board of Gastroenterology 


GASTROENTEROLOGY, GASTROSCOPY 


800 North First Avenue Phone: ALpine 4-7245 
PHOENIX, ARIZONA 








ROBERT E. RIDER, M.D. 
INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 


Del Sol Hotel Bldg. Phone SU 3-3721 
Yuma, Arizona 


LESLIE B. SMITH, M.D. 
Diplomate American Board of Internal Medicine 
1130 E. McDowell Rd. Phone AL 8-0044 


(Formerly 926 E. McDowell Rd.) 
Phoenix, Arizona 





GYNECOLOGY AND INFERTILITY 


GYNECOLOGY & ENDOCRINOLOGY 





BYRON BUTLER, M.D. 


Med. Sc.D in Ob. & Gyn. (Col. Un.) 
Radical Pelvic Surgery 
Reconstructive Pelvic Surgery 
Phone: CR 4-6371 — 550 W. Thomas Rd. 
Phoenix. Arizona 


JOSEPH B. RADDIN, M.D. 
Practice limited to 
MEDICAL GYNECOLOGY & ENDOCRINOLOGY 


619 Professional Building 
15 E. Monroe — Phoenix, Arizona 
Phone ALpine 2-3577 





OBSTETRICS AND GYNECOLOGY 


DERMATOLOGY 








HAROLD N. GORDON, MD. 
OBSTETRICS AND GYNECOLOGY 


1888 8th Avenue — Phone SUnset 3-9322 
Yuma, Arizona 








GEORGE K. ROGERS, M.D. 


Diplomate of American Board of 
Dermatology and Syphilology 


HELEN M. ROBERTS, M.D. 
DERMATOLOGY 


Phone ALpine 3-5264 
105 W. McDowell Road Phoenix, Arizona 
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SURGERY 





EDWARD L. KETTENBACH, M.D., DELBERT L. SECRIST, M.D., 
F.A.C.S., F.1.C.S. F.A.C.S. 
SURGERY 
Diplomate American Board of Surgery 


2324 North Tucson Blvd. Phone 5-2605 
Tucson, Arizona Office Phone 2-3371 Home Phone 5-9433 


123 South Stone A verue 


Tucson, Arizuna 











H. D. KETCHERSIDE, M.D. THOMAS H. BATE, M.D. 
SURGERY and UROLOGY F.A.C.S., F.1.C.S.M.Sc. (Surgery) 

PRACTICE LIMITED TO SURGERY 

Diplomate American Board of Surgery 


15 E. Monroe — Office Phone ALpine 4-3326 
Phoenix, Arizona 


800 North First Avenue 
Phone ALpine 4-7245 


Phoenix, Arizona 














DONALD A. POLSON, M.D., M, Sc. D. W. MELICK, M.D. 
GENERAL SURGERY 

Certified by the American Board of Surgery THORACIC SURGERY 

550 W. Thomas Road The Professional Building 

Phone CRestwood 4-2081 


Phoenix, Arizona Phoenix, Arizona 





ORTHOPEDIC SURGERY 





GEORGE L. DIXON, M.D., F.A.C.S. GEO. A. WILLIAMSON, M.D., 


PHILIP G. DERICKSON, M.D. F.A.C.S. 


ORTHOPAEDIC SURGERY Diplomate American Board of Orthopaedic Surgery 


Diplomates of the American Board LEO L. TUVESON, M.D. 


.of Orthopaedic Surgery Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 550 Past ne tral Medical Building 
TUCSON, ARIZONA 550 West Thomas Road — 116 Patio C 


Telephone CRestwood 4-5459 — Phoenix, Arizona 








General Surgery & Obstetrics 





ROBERT E. HASTINGS, M.D., 


F.A.C.S. HUGH DIERKER, M.D. 
ROBERT W. WEBER, M.D. 


ORTHOPAEDIC SURGERY General Surgery and Obstetrics 

Diplomate a — of Orthopaedic 24 West Birch Phone 1106 
1014 N. Country Club Flagstaff, Arizona 

TUCSON, ARIZONA — 
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RADIOLOGY 





GOSS - DUFFY LABORATORY 
X-RAY AND CLINICAL DIAGNOSIS 


316 West McDowell Road 
Phoenix, Arizona 


DRS. FOSTER, WATKINS 
AND KENNEDY 


Diplomates of 
American Board of Radiology 
Diagnostic Roentgenslogy 
X-ray and Radium Therapy 
507 Professional Bldg. 1313 N. Second St. 
Phone ALpine 3-4105 Phone ALpine 8-3484 
Phoenix, Arizona 








DRS. HAYDEN, PRESENT, WELSH 
AND HILEMAN 
Diplomates of 
American Board of Radiology 
DIAGNOSTIC ROENTGENOLOGY 


23 East Ochoa 
Tucson 


MARCY L. SUSSMAN, M.D. 
F.A.C.R. 


Diplomate of American Board of Radiology 


DIAGNOSTIC RADIOLOGY 
THERAPEUTIC RADIOLOGY 
RADIOISOTOPES 


1130 E. McDowell Rd. 
Telephone ALpine 8-1601 
hoenix, Arizona 





CLINIC 





NELSON CLINIC 


DONALD E. NELSON, M.D. 
WARREN J. NELSON, M.D. 
DARRELL D. CLUFF, D.D.S. 


503 Fifth Avenue 
SAFFORD, ARIZONA 


DOUGLAS D. GAIN, M.D. 
ERNEST H. PRICE, M.D. 


Diplomates of American Board of Radiology 
X-Ray Therapy and Diagnosis 
Radium Therapy 
Radioactive Isotopes 


AL 8-8435 AL 8-7531 
1130 N. Central Ave. — Memorial Hospital 








MALIGNANT DISEASE 





J. T. O’NEIL, M.D. 
R. F. SCHOEN, M.D. 
H. B. LEHMBERG, M.D. 
W. H. FORD, M.D. 
R. F. LAMB, M.D. 


Casa Grande Clinic Phone 4495 
Casa Grande, Arizona 











JAMES M. OVENS, M.D. 
F.A.C.S. F.1.C.S. 


Diplomate American Board of Surgery 
Cancer and Tumor Surgery 
X-ray and Radium Therapy 


608 Professional Bldg. Phone ALpine 8-8074 
Phoenix, Arizona 








CHIROPODISTS 








R. WINFIELD ROSENQUIST, M.D. 
DONALD E. GOLEY, M.D. 


SCOTTSDALE CLINIC 


WHitney 5-6422 — 359 S. Scottsdale Rd. 








JULIUS CITRON, D. S. C., 
A. C. F. S. 
TREATMENT OF THE FOOT 
311 West McDowell Rd. 
Phoenix, Arizona 


ALpine 2-9312 
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THE ORTHOPEDIC CLINIC 


For the Treatment of Fractures, Diseases and Surgery of 
the Bones and Joints 


ORTHOPEDIC SURGERY 


W. A. BISHOP, Jr., M.D., F.A.C.S. ALVIN L. SWENSON, M.D., F.A.C.S. 
RAY FIFE, M.D. SIDNEY L. STOVALL, M.D., F.A.C.S. 
Diplomates of the American Board of Orthopedic Surgery 


1313 North Second Street Phone Alpine 8-1586 


Phoenix, Arizona 














PATHOLOGY 





This is to announce that tissues for diagnosis are accepted by the following 
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